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Preface to Portfolio 
This portfolio is comprised of three distinct, yet intertwined pieces of work; a critical 
literature review, an original piece of research, and a client case study. A pertinent thread 
running throughout the portfolio and tying its various pieces together is the primacy of the 
therapeutic relationship, in its various forms and textures. The critical literature review 
explores the concept of the therapeutic alliance, in terms of its definition, conceptualisation, 
measurement and therapeutic implications. Consequently, the research thesis investigates 
ruptures in the therapeutic alliance, as experienced, understood and processed by counselling 
psychologists of various therapeutic orientations. Lastly, the case study is concerned with the 
presentation and exploration of the therapeutic journey with a client, whereby the therapeutic 
relationship constituted the cornerstone of the therapeutic work and change.  
1. Critical Literature Review 
The portfolio opens with a literature review which aims to examine and critically evaluate the 
concept of the therapeutic alliance in psychotherapy theory, research and practice. The 
construct of the alliance holds particular theoretical and practical significance for counselling 
psychologists, who are expected to demonstrate an understanding of the therapeutic 
relationship and alliance as conceptualised in different models (HCPC, 2015), as well as the 
ability to engage in relational practice (BPS, 2015). The critical literature review therefore 
opens with an examination of the concept of the therapeutic alliance as defined and 
conceptualised in the major schools of psychotherapy. Core alliance measures are also 
presented and critically evaluated in relation to their methodological rigour and usefulness in 
alliance research and practice. The relationship between the therapeutic alliance and outcome 
is critically reflected upon, whilst giving thorough consideration to therapist, client and 
interactive factors impacting the development and maintenance of the therapeutic alliance, 
thus possibly mediating and/ or moderating the relationship between alliance and treatment 
outcome. Contemporary re-conceptualisations and critiques of alliance theory and research 
are in turn thoroughly examined and critically discussed. Taking into account the primacy of 
the therapeutic relationship in Counselling Psychology (BPS, 2005), this sections concludes 
with a presentation of the therapeutic implications of alliance theory and research for 
practitioner psychologists in general and counselling psychologists in particular, irrespective 
of their therapeutic orientation. In general lines, it is postulated that a solid therapeutic 
alliance is fundamental for successful treatment process and outcome. Counselling 
psychologists are therefore urged to carefully foster, develop and maintain strong alliances, 
asΝwellΝasΝtoΝtailorΝthemΝtoΝclients’ΝindividualΝpreferences,ΝstylesΝandΝneedsΝ(Norcross,Ν2011). 
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It is hoped that this section succeeds in critically analysing and evaluating psychological 
research (HCPC, 2015), in ways that can meaningfully inform professional practice.  
2. Research 
This part of the portfolio consists of an original piece of research, which aims to investigate 
counsellingΝpsychologists’ΝsubjectiveΝexperiencesΝandΝsense-making processes of therapeutic 
ruptures, as well as their unique ways of managing and overcoming them. Taking into account 
the unequivocal relationship between a positive therapeutic alliance and successful treatment 
outcome, the research study attempts to shed light onto the ways through which counselling 
psychologists may maximise their ability to reflect upon and successfully manage ruptures in 
the therapeutic alliance, in order to enhance their therapeutic skills and efficacy, optimise 
treatmentΝoutcomeΝandΝultimatelyΝpromoteΝclients’Νwell-being. In line with the humanistic 
and relational value base of Counselling Psychology, which privileges and emphasises 
subjectivity, phenomenology and meaning (BPS, 2005, 2015), the present study espouses a 
constructivist-interpretivist stance. Consequently, it seeks to explore and illuminate 
participants’Ν subjectiveΝ livedΝ experiences,Ν uniqueΝ meaning-making processes and 
idiosyncratic ways of managing therapeutic ruptures and resolutions. Data was collected 
through semi-structured interviews and analysed using the qualitative methodology of 
Interpretative Phenomenological Analysis (IPA). The analysis revealed that participating 
counselling psychologists understood ruptures as essentially co-constructed and co-
experienced by both members of the therapeutic dyad. Although undoubtedly uncomfortable 
and potentially threatening, ruptures were also perceived as essentially beneficial to the 
therapeutic endeavour, if and when resolved successfully. The analysis is discussed in relation 
to existing literature and the implications for the practice, training, and research of 
Counselling Psychology are highlighted. The study concludes by emphasising the 
fundamentally subjective and intersubjective nature of human experience, a value highly 
endorsed within the discipline and clinical practice of Counselling Psychology (BPS, 2005). 
TheΝcurrentΝstudyΝhopefullyΝdemonstratesΝtheΝresearcher’sΝabilityΝtoΝunderstandΝaΝvarietyΝofΝ
research methodologies and designs, as well as to initiate, design, and conduct psychological 
research (HCPC, 2015), whilst taking into thorough consideration the ethical issues involved 
in the conduct of research with human participants (BPS, 2010).  
3. Professional Practice 
The portfolio concludes with a case study, which aims to demonstrate my ability to engage 
in self-reflective, competent, and ethical professional practice. This particular case has been 
chosen as it represents a good example of my preferred way of working with clients. More 
importantly, it has been one of the most challenging, yet rewarding, cases I have encountered 
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in my professional practice, which has been instrumental in my maturation, learning, growth 
and development as a counselling psychologist. This case study therefore constitutes a vivid 
illustration of my engagement in integrative and relational work with clients, and is 
demonstrative of my ability to generalise, synthesise, and critically apply prior knowledge 
and experience (HCPC, 2015), in a way that respects and privileges the dynamic and 
relational nature of human experience (BPS, 2015). This piece of work opens with a detailed 
assessmentΝofΝtheΝclient’sΝpresentingΝproblems,ΝfollowedΝbyΝaΝpresentationΝofΝaΝthoroughΝcaseΝ
formulation andΝ treatmentΝ planΝ tailoredΝ toΝ theΝ client’sΝ emotionalΝ andΝ psychologicalΝ
difficulties,ΝandΝdrawingΝfromΝdifferentΝmodelsΝofΝtherapyΝthatΝbestΝcorrespondΝtoΝtheΝclient’sΝ
preferences and needs (BPS, 2015; HCPC, 2015; NICE, 2011).  Consequently, the main 
implemented interventions and core therapeutic processes are presented and critically 
discussed, in an attempt to demonstrate my professional competence in employing a variety 
of evidence-based and practice-basedΝinterventions,ΝasΝappropriateΝtoΝtheΝclient’sΝproblemsΝ
and needs, and whilst honouring the unique and intersubjective human nature of the 
therapeutic encounter (BPS, 2015). Particular emphasis is paid on reflection upon the 
therapeutic process and relationship (HCPC, 2015), as it evolved and matured throughout the 
therapeutic journey. In addition, contextual and ethical issues are thoroughly addressed in an 
attempt to demonstrate my ability to practice ethically and competently, whilst demonstrating 
awarenessΝofΝandΝsensitivityΝtowardsΝtheΝclient’sΝsocio-cultural context framing his subjective 
experience and presenting difficulties (BPS, 2010; HCPC, 2015). Lastly, difficulties 
encountered in the work with this client, as well as the constructive role of supervision in 
overcoming them are critically reflected upon, hopefully highlighting my ability to engage in 
self-reflective practice (BPS, 2005, 2010; HCPC, 2015).  
Due to the to the revealing, intimate and sensitive material included in the case study, as well 
as inΝlineΝwithΝtheΝBPS’sΝCodeΝofΝHumanΝResearch Ethics (2010) recommendations, this piece 
of work (and its associated appendices) has been removed from the final submission of the 
portfolio. Despite having obtained the client’sΝinformedΝconsent,Νit has been decided that the 
short-term benefits of this particular case study do not outweigh the possible future risks of 
harm, in terms of the ethical implications involved,Ν suchΝ asΝ compromisingΝ theΝ client’sΝ
confidentiality and anonymity or inducing to the client psychological discomfort or anxiety 
in the long run (see BPS, 2010). However, the main headings of the case study are included 
in the Table of Contents, in order to provide the reader with a richer and fuller picture of this 
particular component of the submitted portfolio. 
Overall, the portfolio represents my personal and professional identity, values and 
worldviews as a human being, as well as a practitioner counselling psychologist. The main 
theme that ties the various components of the portfolio together is the primary significance 
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and transformational nature of the therapeutic relationship in professional practice. In a sense, 
the portfolio ultimately pays tribute to the subjectivity and intersubjectivity of human 
experience, as unfolded, lived and experienced within the context of the therapeutic 
encounter. The pieces of work included in this portfolio hopefully demonstrate my ability to 
embraceΝaΝ‘scientist-practitioner’ΝandΝaΝ‘reflective-practitioner’Νmodel of research and clinical 
practice,ΝwhichΝmarriesΝ“…theΝscientificΝdemandΝforΝrigorousΝempiricalΝinquiryΝwithΝaΝfirmΝ
valueΝbaseΝgroundedΝinΝtheΝprimacyΝofΝtheΝcounselling/psychotherapeuticΝrelationship”Ν(BPS,Ν
2005, p.1). 
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Introduction  
The present literature review aims to offer an in-depth examination and critical evaluation of 
the concept of the therapeutic alliance, as it has been historically unfolded in psychotherapy 
theory, research and practice. Definitions and conceptualisations of the alliance in the major 
schools of psychotherapy will be presented, and the relationship between the therapeutic 
alliance and treatment outcome will be critically discussed. Particular emphasis will be placed 
upon therapist and client factors that appear to impact the development and maintenance of 
the therapeutic alliance. Furthermore, contemporary advances in alliance theory and research 
will be presented and reflected upon, and the clinical implications for counselling 
psychologists will be highlighted and discussed.  
One of the things that characterises and differentiates Counselling Psychology is its 
grounding on the primacy of the psychotherapeutic relationship that values both subjectivity 
and intersubjectivity, and acknowledges the contextual nature of human experiences and 
relationships (BPS, 2005). Counselling psychologists are required to demonstrate the ability 
to compare, contrast and critically evaluate different models of therapy, as well as to 
understand the ways the therapeutic relationship and the alliance are conceptualised in each 
therapy school (HCPC, 2015). The present critical review is therefore compatible with the 
main principles and values of Counselling Psychology, whilst the topic under investigation 
holds significant therapeutic implications that are directly relevant and can be implemented 
intoΝcounsellingΝpsychologists’ΝclinicalΝpracticeΝregardlessΝofΝtheirΝtheoreticalΝorientation.Ν 
Over the last four decades both researchers and practitioners have demonstrated an immense 
and sustained interest in the therapeutic alliance, which is reflected in the numerous 
publications that have arisen from psychotherapy research on the topic (Horvath, 2011; 
HorvathΝ&ΝBedi,Ν2002;ΝHorvath,ΝDelΝRe,ΝFlückiger,Ν&ΝSymonds,Ν2011).ΝΝOneΝofΝtheΝreasonsΝ
for the growing interest in the therapeutic alliance can be attributed to outcome research 
demonstratingΝthatΝdespiteΝpsychotherapy’sΝgeneralΝeffectivenessΝ(Lambert & Bergin, 1994; 
Miller, Hubble, Chow, & Seidel, 2013), different psychotherapy schools have repeatedly, 
over many decades, shown equivalence of outcomes (Fiedler, 1950; Lambert, 2013; 
Luborsky, Singer, & Luborsky, 1975; Luborsky et al., 2002; Smith, Glass, & Miller, 1980). 
In addition, protocol adherence does not seem to be related to better outcomes either and there 
is little evidence in support of specific mechanisms moderating or mediating the relationship 
between treatment and outcomes as theoretically predicted (Wampold & Bhati, 2004).  
TheseΝfindings,ΝinΝcombinationΝwithΝRogers’Ν(1951,Ν1957)ΝworkΝonΝtheΝroleΝofΝtheΝfacilitativeΝ
conditions that placed the therapeutic relationship to the centre of the healing process and the 
research agenda, led researchers to embark on a quest for factors, common to all 
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psychotherapies, that are responsible for the benefits of such treatments (Frank & Frank, 
1991; Lambert & Barley, 2001; Lambert & Bergin, 1994). Emphasis was thus given on the 
therapeutic relationship as an integrating therapy factor (Clarkson, 1990, 1995) and consensus 
wasΝreachedΝonΝ theΝallianceΝasΝaΝ ‘quintessentialΝ integrativeΝvariable’Ν (WolfeΝ&ΝGoldfried,Ν
1988). Lambert and Barley (2001) in particular indicated that 40% of client outcome could 
be attributed to extra-therapeutic factors, 30% to common factors, including the client-
therapist relationship, 15% to specific interventions and 15% to expectancy or placebo 
effects.Ν Furthermore,Ν severalΝ researchersΝ haveΝ identifiedΝ ‘convergingΝ themes’Ν across 
therapies, such as the significance of the therapeutic relationship, therapist and client 
variables, specific therapeutic techniques, as well as common mechanisms of change 
(Beitman, 2003; Garfield, 2003; Goldfried, & Davila, 2005; Wampold, 2007).  
All the aforementioned factors may have significantly accounted for the ever-growing interest 
in the therapeutic alliance, but what seems as the most striking and potent factor for the 
popularity of the concept is the consistently modest but robust association between alliance 
and treatment outcome across a variety of treatments, contexts and client problems (Horvath 
et al., 2011; Horvath & Bedi, 2002; Horvath & Symonds, 1991; Martin, Garske, & Davis 
2000).ΝTheΝAPA’sΝDivisionΝ29ΝPsychotherapyΝTaskΝForceΝonΝEmpirically-Supported Therapy 
RelationshipsΝconcludedΝthatΝtheΝtherapeuticΝallianceΝisΝaΝ‘demonstrablyΝeffective’ΝelementΝofΝ
the therapeutic relationship (Norcross, 2002), while a second Task Force on Evidence-Based 
Therapy Relationships reaffirmed the allianceΝ asΝ aΝ ‘demonstrablyΝ effective’Ν relationshipΝ
element (Norcross & Wampold, 2011). Although, reservations have been expressed about the 
conclusions of the APA Task Forces, on both conceptual and empirical grounds, their 
suggested recommendations are widely endorsed and valued (Kazantzis, Cronin, Norton, Lai, 
& Hofmann, 2015). Practitioners are therefore encouraged to make use of demonstrably and 
probably effective relationship elements in their clinical practice in order to achieve better 
outcomes, and researchers are urged to examine potential mediators and moderators of the 
association between relationship elements and treatment outcome employing methodologies 
capable of capturing the complex associations among client characteristics, therapist 
behaviours and treatment outcome (Norcross & Lambert, 2011; Norcross & Wampold, 2011). 
The Alliance: Definitions and Conceptualisations in the Major Schools of 
Psychotherapy 
The Alliance in Psychodynamic Psychotherapy 
The concept of the therapeutic alliance firstly appearsΝ inΝ Freud’sΝ (1913)Ν earlyΝ writings.Ν
AlthoughΝ FreudΝ didΝ notΝ specificallyΝ referΝ toΝ theΝ termΝ ‘alliance’,Ν heΝ didΝ stressΝ outΝ theΝ
importanceΝofΝanΝ‘unobjectionableΝpositiveΝtransference’ΝfromΝtheΝanalysandΝtoΝtheΝanalystΝ
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that is characterised by cooperation and collaboration, and needs not be analysed. It is 
precisely this attachment that enables the patient to withstand the painful experience of 
workingΝ throughΝ traumaticΝ materialΝ andΝ toΝ makeΝ purposefulΝ useΝ ofΝ theΝ analyst’sΝ
interpretations (see Crits-Cristoph & Connolly Gibbons, 2003; Horvath, 2000; Saketopoulou, 
1999).   
TwoΝdecadesΝlater,ΝSterbaΝ(1934)ΝintroducedΝtheΝtermΝofΝtheΝ‘egoΝalliance’ΝhighlightingΝtheΝ
significance of the therapist enabling the patient to flexibly work through the vacillations 
between anΝ‘experiencingΝego’ΝandΝaΝ‘self-reflectiveΝego”,ΝinΝorderΝtoΝachieveΝcollaborationΝ
with the analyst in the task of self-observation. Zetzel (1956) was the first to introduce the 
conceptΝofΝtheΝ‘therapeuticΝalliance’ΝstressingΝtheΝroleΝofΝtheΝpatient’sΝ‘egoΝidentification’ΝwithΝ
theΝtherapist,ΝandΝtheΝtherapist’sΝsupportΝinΝtheΝdevelopmentΝofΝtheΝtherapeuticΝbondΝandΝtrust.Ν
According to Zetzel (1966), the therapeutic alliance is both a prerequisite for the analytic 
process and therapeutic in and of itself, with the therapist paralleling the good mother who 
provides an optimal maternal environment that fosters a fundamental sense of trust (Messer 
& Wolitzky, 2010). 
Greenson (1967) further elaborated on the conceptualisation of the alliance and proposed that 
the therapeutic relationship consists of three distinct yet somehow overlapping 
configurations. He proposed that the alliance is distinct from transference that represents the 
unrealistic aspects of the therapeutic relationship, and the real relationship that represents the 
realistic aspects of the therapeutic relationship. The alliance, like the real relationship, places 
emphasis on the conscious, rational and non-neurotic rapport between therapist and client, 
but also seems to be the only element within the therapeutic relationship that is not manifested 
inΝ extratherapeuticΝ relationsΝ (Saketopoulou,Ν 1999).Ν Ν TheΝ termΝ ‘workingΝ alliance’Ν wasΝ
thereforeΝcoinedΝinΝorderΝtoΝstressΝtheΝimportanceΝofΝpatient’sΝpurposefulΝworkΝinΝtreatment,Ν
asΝopposedΝtoΝtheΝtermΝ‘therapeuticΝalliance’ΝthatΝplacesΝmoreΝemphasisΝonΝtheΝbondΝaspectΝofΝ
the relationship (Greenson, 1965). Luborsky (1984) further expanded on the concept of the 
alliance and identified two alliance categories. In Type I alliances the client perceives the 
therapist as capable of helping him/ her, whereas in Type II alliances the client perceives the 
therapeuticΝprocessΝinΝitselfΝasΝcapableΝofΝunitingΝandΝmobilisingΝbothΝtheΝtherapist’sΝandΝtheΝ
client’sΝresources.ΝΝ 
The distinction among the alliance and the transferential and real aspects of the therapeutic 
relationship has sparked significant tension and controversy within the gulfs of 
psychoanalytic psychotherapy bringing to the surface the everlasting debate between the 
importance of insight versus the value of the therapeutic relationship in itself (Messer & 
Wolitzky, 2010). Some authors have embraced these distinctions acknowledging their 
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usefulness yet highlighting their interdependence and intertwining in psychotherapy process 
(Gelso & Carter, 1994; Meissner, 2006, 2007). On the other hand, several traditional analysts 
(Adler & Bachant, 1998; Brenner, 1979; Curtis, 1979) have argued that no aspect of the 
therapeutic relationship is free of transferential elements, as this is always determined by past 
experiences. Consequently, they have cautioned against the possibility that emphasis on the 
alliance and the real relationship may hinder the full development of transference neurosis, 
lead to unwarranted gratifications, as well as derail therapists from analysing important 
aspects of the transference that they experience as realistic.  
In contemporary, relational and intersubjective perspectives of psychodynamic 
psychotherapy (Aron, 1996; Mitchell, 1988), the acquisition of insight is no longer considered 
as the primary curative agent. Abstinence, neutrality and anonymity (Storolow & Atwood, 
1997) give way to interaction, mutuality and authenticity (Mitchell, 1997). The experience of 
a positive relational experience with the therapist thus becomes crucial and the process of 
repairing problems in the alliance constitutes the essence of the therapeutic change process 
(Safran & Muran, 2000).  
The Alliance in Humanistic Psychotherapy 
The role of the therapeutic relationship in successful psychotherapy outcome has been vastly 
recognised by humanistic theorists and practitioners. In his influentialΝarticleΝ‘TheΝNecessaryΝ
andΝSufficientΝConditionsΝofΝTherapeuticΝPersonalityΝChange’Ν(Rogers,Ν1957),ΝCarlΝRogersΝ
identified six conditions, necessary and sufficient for psychotherapeutic change to occur. By 
‘necessary’,ΝheΝmeantΝthatΝallΝtheΝconditions need to be present for therapeutic process and 
changeΝtoΝtakeΝplace,ΝandΝbyΝ‘sufficient’,ΝheΝmeantΝthatΝtheΝsixΝconditionsΝaloneΝcouldΝinitiateΝ
that change. Although Rogers made no explicit reference to the term ‘alliance’ΝperΝse, he was 
nevertheless the first one to argue that it is the relationship that the therapist provides, rather 
than the techniques that the therapist implements, that account for therapeutic effectiveness, 
regardless of the treatment type. Furthermore, it was assumed that it is the therapist who is 
responsible for the provision of the relationship conditions, namely empathy, unconditional 
positive regard and congruence, which, if properly communicated, will be perceived by the 
client mobilising the actualising tendency and initiating personal growth (Horvath, 2000).  
The Process-ExperientialΝapproachΝtoΝpsychotherapyΝgrewΝoutΝofΝRogers’ΝprocessΝresearchΝ
programme, but integrates interventions from person-centred, gestalt, and experiential 
therapies (Watson & Kalogerakos, 2010). Unlike classical person-centred therapists, who 
adopt a rather non-directive stance and place emphasis on the therapist offering the core 
conditions, experiential therapists emphasise the interactive and transactional character of the 
therapeutic encounter, and combine the core conditions with more active interventions and 
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tasks (Greenberg, Rice, & Elliott, 1993; Rice & Greenberg, 1984; Watson & Greenberg, 
1994, 2000). Consequently, experiential therapists acknowledge the importance of the 
therapeutic relationship, as postulated by Rogers, but explicitly distinguish between the 
‘workingΝ conditions’Ν andΝ theΝ ‘relationshipΝ conditions’Ν ofΝ therapyΝ (WatsonΝ&ΝGreenberg,Ν
1994; Watson & Kalogerakos, 2010). The working conditions refer to the collaborative 
aspects of the client-therapist relationship, such as agreement on the aforementioned goals 
and tasks. The relationship conditions, on the other hand, refer to the emotional bond 
developed between therapist and client (Watson & Greenberg, 1994). The relationship 
conditions are thus considered to enable the development of a safe working and relational 
environment, where clients can engage in self-exploration and process their emotional 
experience.Ν AtΝ theΝ sameΝ time,Ν theΝ relationshipΝ conditionsΝ ‘setΝ theΝ stage’Ν forΝ theΝ
implementationΝ ofΝ specificΝ therapeuticΝ tasksΝ underΝ theΝ therapist’sΝ tentativeΝ guidanceΝ andΝ
responsiveΝ attunementΝ toΝ theΝ client’sΝ innerΝ phenomenological experience and world-view 
(Watson & Greenberg, 1994, 2000; Watson & Kalogerakos, 2010). 
Decades of research have established the significance of empathy (Bohart, Elliott, Greenberg, 
& Watson, 2002; Elliott, Bohart, Watson, & Greenberg, 2011), unconditional positive regard 
(Farber & Doolin, 2011; Farber & Lane, 2002) and congruence (Klein, Kolden, Michels & 
Chisholm-Stockard, 2002; Kolden, Klein, Wang & Austin, 2011) for the creation of a positive 
therapeutic relationship and the attainment of successful therapeutic outcome, but have 
yielded mixed results with regard to the sufficiency of the core conditions. Moreover, meta-
analyses on the core conditions are full of methodological limitations, such as small sample 
sizes, conditions examined in isolation, use of clients not in need to change, therapist 
variability, reliability and validity of measures, rating perspectives, use of audiotapes, and 
research bias (Kolden et al., 2011; Patterson, 1984; Parloff, Waskow, & Wolfe, 1978). 
Interestingly,Ν studiesΝ thatΝ haveΝ usedΝ clients’Ν ratingsΝ ofΝ theΝ conditionsΝ andΝ theΝ therapeuticΝ
relationship, as well as studies that have examined the core conditions in combination have 
consistently yielded positive findings. These findings are more in line with the actualising 
psychotherapeuticΝparadigmΝthatΝprivilegesΝclients’ΝframeΝofΝreferenceΝandΝresourcesΝ(BozarthΝ
& Motomasa, 2008), as wellΝasΝinΝaccordΝwithΝRogers’ΝhypothesisΝthatΝtheΝthreeΝconditionsΝ
operateΝinΝcombination,ΝratherΝthanΝindependentlyΝandΝthatΝitΝisΝtheΝclient’sΝperceptionΝofΝtheΝ
conditions that matters (Kirschenbaum & Jourdan, 2005).  
The Alliance in Cognitive-Behavioural Therapy 
CognitiveΝandΝbehaviouralΝtherapies’ΝrootsΝonΝlearningΝandΝconditioning,ΝhaveΝcontributedΝtoΝ
a limited emphasis on the role of the therapeutic relationship in successful outcome placing 
significantly more emphasis on the successful implementation of techniques (Castonguay, 
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Constantino, McAleavey, & Goldfried, 2010), thus rendering the role of the therapist as 
relatively unimportant and leaving the role of the alliance fairly under-recognised (Raue & 
Goldfried, 1994). Wolpe (1958) was one of the first behaviourally oriented therapists who 
acknowledgedΝ theΝ roleΝ ofΝ theΝ therapist’sΝ respect,Ν supportΝ andΝ lackΝ ofΝ de-moralisation in 
enabling the client to free himself from unadaptive anxieties. Later on, Goldfried and Davison 
(1976), and Wilson and Evans (1977) drew on social learning theory and provided a 
conceptualisation of the therapeutic relationship based on social influence processes. The 
therapeutic relationship was thus conceived as central for the successful implementation of 
behavioural methods and facilitation of the change process through the provision of positive 
reinforcement, modelling and overcoming of client resistance (see Raue & Goldfried, 1994).  
AaronΝBeck,Ν theΝ founderΝofΝcognitiveΝ therapy,ΝacknowledgedΝRogers’Ν (1957) contribution 
and reaffirmed empathy, warmth and genuineness as important therapist qualities in cognitive 
therapy. Beck and his associates (Beck, Rush, Shaw, & Emery, 1979) also introduced the 
termΝ ‘collaborativeΝ empiricism’,Ν inΝ orderΝ toΝ emphasiseΝ the importance of a collaborative 
relationship, as opposed to single therapist characteristics, within which therapist and client 
work together as a team, in order to identify central problems and possible solutions. On the 
other hand, Albert Ellis (1962), advocated for a more directive therapist stance and argued 
that the core conditions may be desirable, but are neither necessary nor sufficient for 
therapeutic change.  
Broadly speaking, the therapeutic alliance in the cognitive-behavioural therapies has been 
historicallyΝ consideredΝ asΝ aΝ ‘non-specific’Ν factor,Ν facilitatingΝ theΝ useΝ ofΝ andΝ adherenceΝ toΝ
‘specific’Ν therapyΝ techniques.Ν Thus,Ν theΝ allianceΝ hasΝ beenΝ viewedΝ asΝ aΝ necessaryΝ butΝ notΝ
sufficient therapeutic agent in and of itself (DeRubeis, Brotman & Gibons, 2005; Kazdin, 
2005). In fact, several cognitive-behavioural practitioners have argued that a good therapeutic 
alliance may be an artefact of good therapeutic technique (DeRubeis et al., 2005) and/ or prior 
symptom improvement (DeRubeis & Feeley, 1990; Feeley, DeRubeis, & Gelfand, 1999), as 
opposed to a productive therapeutic process in itself. Numerous studies (e.g. Burns & Nolen-
Hoeksema, 1992; Castonguay et al., 1996; Goldsmith et al., 2015; Klein et al., 2003; Jung, 
Wiesjahn, Rief, & Lincoln, 2015), however, have established the importance of relationship 
factors and outcome in the cognitive-behavioural therapies suggesting that alliance and 
technique are inextricably intertwined in the therapeutic change process (Goldfried & Davila, 
2005; Hill, 2005) .  
Researchers’ΝandΝclinicians’ΝinterestΝinΝtheΝtherapeuticΝallianceΝconstantlyΝgainsΝgroundΝwithinΝ
the gulfs of cognitive-behavioural therapies. In 2007, Gilbert and Leahy published the first 
book devoted to the therapeutic relationship in CBT stressing out the importance of 
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therapists’Ν competenceΝ inΝ bothΝ techniques,Ν asΝwellΝ asΝ inΝ skillsΝ aroundΝ theΝ establishment,Ν
development and maintenance of the therapeutic alliance (Hardy, Cahill, & Barkham, 2007). 
Collaborative empiricism has been regarded by contemporary cognitive-behavioural 
therapists as a fundamental feature of the therapeutic relationship, as well as a central 
mechanism of cognitive change (see Kazantzis, Beck, Dattilio, Dobson, & Rapee, 2013; 
Kazantzis, Freeman, Fruzzetti, Persons, & Smucker, 2013). Furthermore, it is now 
acknowledgedΝ thatΝ clients’Ν pre-existing interpersonal schemas, attachment problems, 
difficulties in emotional processing and regulation, failures in compassion and validation, as 
well as processes of resistance may be mirrored and re-enacted in the therapeutic relationship 
providing opportunities for modification and change (Leahy, 2008). Furthermore, schematic 
mismatch or over-matchΝbetweenΝtheΝclient’sΝandΝtheΝtherapist’sΝ‘relational’/Ν‘interpersonal’Ν
schemas may lead to alliance ruptures that can adversely affect therapeutic process and 
outcome should they remain unexamined (Katzow & Safran, 2007; Leahy, 2007; Wright & 
Davis,Ν1994).ΝConsequently,ΝattendingΝtoΝandΝacquiringΝawarenessΝofΝ‘cognitiveΝtransferenceΝ
and countertransference’Ν dynamicsΝ becomesΝ crucialΝ forΝ cognitive-behaviouralΝ therapists’Ν
successful disengagement from and management of self- and relationship- defeating patterns 
in the therapeutic process, in order to meet client goals and safeguard successful treatment 
outcome (Leahy, 2007; Miranda & Andersen, 2007). Within this contemporary perspective 
of the therapeutic relationship in CBT, strong alliances may not just facilitate implementation 
of techniques, but also promote active change of cognition, behaviours, and schemas, as well 
as provide corrective experiences to clients (see Castonguay et al., 2010; Raue & Goldfried, 
1994).  
Bordin’s Pantheoretical Conceptualisation of the Alliance 
Given the equivalence of different treatment modalities with regard to psychotherapy 
outcome (Fiedler, 1950; Luborsky et al., 1975; Smith et al., 1980), Bordin (1979) argued that 
a good alliance is a prerequisite for therapeutic change in all schools of psychotherapy and 
offered a transtheoretical re-conceptualisation of the alliance. He used the term working 
alliance utilisingΝ aΝ numberΝ ofΝ Greenson’sΝ (1965)Ν ideas,Ν butΝ departingΝ fromΝ theΝ
psychodynamic premises even more clearly than Luborsky (1984) did (see Horvath & Bedi, 
2002; Horvath et al., 2011). According to Bordin (1979, 1994) the working alliance consists 
of three interdependent elements: the goals, the tasks and the bond. The goals refer to the 
general treatment objectives, which therapist and client mutually endorse and are the target 
of specific interventions. The tasks refer to the specific activities the therapeutic dyad engages 
in, in order to facilitate change. The therapeutic tasks are expected to differ among the various 
schools of psychotherapy, but it is crucial that they are mutually perceived as relevant and 
efficacious. The bond between therapist and client is thought to grow out of their experience 
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from participation in a shared activity and is likely to be experienced and expressed in the 
sense of mutual liking, trust and respect, as well as a sense of common commitment and 
shared understanding in the activity.  
According to Bordin (1994) the working alliance is dyadic, mutual and constantly negotiated. 
The therapist is responsible for the implementation of specific tasks, but the client must 
perceive them as relevant, in order to maintain a collaborative stance and engage in purposeful 
work. The alliance is therefore re-conceptualised as the conscious aspect of the therapeutic 
relationship, with emphasis given on collaboration and consensus between therapist and 
client, as opposed to earlier emphasis on unconscious distortions of the therapeutic 
relationshipΝandΝtherapists’ΝcontributionsΝtoΝtheΝrelationshipΝ(HorvathΝ&ΝBedi,Ν2002;ΝHorvathΝ
etΝal.,Ν2011).ΝThus,ΝunlikeΝRogers’Νsuggestion,ΝclientsΝdoΝnotΝautomaticallyΝrespondΝtoΝ theΝ
therapist-offered conditions, but rather develop a bond toward the therapist, based on their 
expectations and evaluation of the offered interventions (Horvath, 2000; Horvath & 
Luborsky, 1993). In fact, the technical and process aspects of therapy are viewed in constant 
interaction, each fostering and affecting the development of the other (Bordin, 1979). The 
alliance is therefore expected to vary in relation to therapist, client and treatment factors that 
are in constant interaction. In addition, Bordin (1994) postulated that the explicit negotiation 
of therapy tasks and goals, grounded in a solid bond, is paramount for the building and 
development of a strong alliance that will be able to withstand potential strains resulting from 
pathological transference elements. Strains in the working alliance may be manifested with 
regard to treatment tasks, goals or bonds but, if successfully handled, they can actually make 
it stronger and lead to client change.  The therapeutic alliance is thus conceived as a 
facilitative context for the implementation of specific therapeutic tasks, but also as a 
therapeutic agent in and of itself (Horvath, 2000).  
Alliance Measures 
Bordin’sΝpantheoretical conceptualisation of the alliance, paved the way for the development 
of a number of alliance measures, which allowed for empirical, rigorous investigation of the 
relation between alliance and psychotherapy outcome (Horvath & Symonds, 1991). Different 
alliance measures have arisen from different theoretical approaches (Elvins & Green, 2008) 
and therefore reflect a somehow distinct theoretical understanding and definition of the 
construct (Horvath & Symonds, 1991). There are over 30 identified different instruments 
measuringΝtheΝallianceΝΝ(HorvathΝetΝal.,Ν2011),ΝbutΝtheΝ‘coreΝmeasures’ΝconsistΝof:ΝTheΝPennΝ
Helping Alliance Scales (HAq; Luborsky, 1976; Luborsky et al., 1996), The Vanderbilt 
Psychotherapy Process Scales (VPPS;ΝO’ΝMalley,ΝSuh,Ν& Strupp,Ν1983;ΝSuh,ΝStrupp,Ν&ΝO’Ν
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Malley, 1986), The California Psychotherapy Alliance Scales (CALPAS;  Marmar, Weiss & 
Gaston, 1989) and The Working Alliance Inventory (WAI; Horvath & Greenberg, 1989).  
The aforementioned measures assess the quality of the alliance from various perspectives 
(client, therapist, observer), and across varying time spans (portions of therapy sessions, 
whole therapy sessions, or across several sessions) (Horvath, 1994). In addition, they all 
demonstrate relatively high reliability (Elvins & Green, 2008; Martin et al., 2000), but the 
shared variance among them seems to be less than 50% (Horvath et al., 2011), indicating that 
even though they all measure the same underlying construct, the weight and emphasis given 
on various alliance components substantially varies among measures (Horvath, 1994). 
Measures’ΝsubscalesΝalsoΝdemonstrateΝhighΝinter-reliability, suggesting that they all measure 
conceptually different but overlapping constructs (Elvins & Green, 2008; Hatcher & Barends, 
1996). TheΝWAIΝisΝtheΝonlyΝmeasureΝthatΝhasΝexplicitlyΝarisenΝfromΝBordin’sΝpantheoreticalΝ
conceptualisation of the alliance and is therefore considered more appropriate for most 
research projects (Elvins & Green, 2008; Martin et al., 2000). 
A closer examination of the aforementioned alliance scales reveals significant similarities but 
also substantial differences in both the conceptualisation and measurement of the alliance. 
Hatcher and Barends (1996) undertook a critical review of three core alliance measures (i.e. 
HAq, CALPAS, WAI) and although they did identify common factors among them, they 
concluded that these factors bare little relation to the subscales, as originally proposed by 
their developers (Hatcher, 1999; Elvins & Green, 2008), suggesting that alliance research 
could benefit from a return to theory and a reconceptualisation of the term itself (Hatcher & 
Barends, 1996, 2006). Furthermore, while the VPPS and the CALPAS scales seem to tap into 
both client and therapist contributions to the alliance, as well as into the interpersonal aspects 
ofΝtheΝbond,ΝtheΝWAIΝseemsΝtoΝstressΝtheΝtherapist’sΝcontributionΝtoΝtheΝalliance,ΝmissingΝoutΝ
the dynamic and mutual nature of the alliance, as originally postulated inΝBordin’sΝ theoryΝ
(Hatcher & Barends, 1996).  
MoreΝ importantly,Ν clients’Ν andΝ therapists’Ν perceptionsΝ ofΝ theΝ therapeuticΝ allianceΝ seemΝ toΝ
overlap but also significantly differ (Bachelor, 2013; Hatcher & Barends, 1996; Krause, 
Altimir,Ν&ΝHorvath,Ν 2011),ΝwithΝ clients’Ν ratingsΝ ofΝ theΝ allianceΝ beingΝmoreΝ predictive of 
treatment success (Horvath & Bedi, 2002; Horvath & Symonds, 1991). Taken together, these 
findingsΝhighlightΝtheΝneedΝforΝmodificationΝofΝcurrentΝmeasures’Νsubscales,ΝasΝwellΝasΝtheΝ
importanceΝ ofΝ seekingΝ clients’Ν feedbackΝ onΝ theirΝ expectations and perceptions of the 
therapeuticΝ relationshipΝ (Bachelor,Ν 2013).Ν InΝ addition,Ν whenΝ researchedΝ fromΝ theΝ client’sΝ
perspective, whilst the cognitive aspects of the alliance (tasks, goals, collaboration, 
involvement) seem to be highly inter-correlated, they appear as somehow distinct from the 
  
18 
 
more affective aspects of the alliance (the bonds) (Hatcher & Barends, 1996). These findings 
suggest that while some items may appear to be directly connected to the work and applicable 
to all therapeutic modalities, other items concerning specific therapeutic tasks or bonds may 
not be relevant to all treatment modalities. For example, there may be an optimal level and 
type of bond that facilitates the tasks and goals across different therapy types (Hatcher & 
Barends, 2006). According to Hatcher and Barends (2006), the limitations of current alliance 
measures constitute a vital issue in alliance research. They therefore propose a modification 
ofΝtheΝscales’Νitems,ΝsoΝtheyΝcanΝreflectΝmoreΝaccuratelyΝtheΝpurposiveΝandΝcollaborative nature 
of the therapeutic alliance.  
Alliance and Outcome  
The development of research measures opened the way for the exploration of the relationship 
between therapeutic alliance and outcome. Four large meta-analyses conducted over the past 
20 years, have consistently demonstrated a modest but robust link between the quality of the 
alliance and therapy outcome. Specifically, Horvath and Symonds (1991) found a correlation 
of r=.26 between alliance and outcome, Martin, Garske, and Davis (2000) a correlation of 
r=.22, Horvath and Bedi (2002) a correlation of r=.21, and more recently Horvath, Del Re, 
Flückiger,Ν andΝSymondsΝ (2011)Ν aΝ correlationΝ ofΝ r=.275. In fact, the alliance seems to be 
particularly predictive of outcome when measured early in treatment (between sessions 3 to 
5),Ν highlightingΝ theΝ significanceΝ ofΝ therapists’Ν attendingΝ toΝ theΝ allianceΝ fromΝ theΝ
commencement of therapy (Castonguay, Constantino, & Grosse Holtforth, 2006; Horvath & 
Bedi, 2002). 
Though enlightening and representative of clinical settings, the aforementioned meta-
analyses are not without certain limitations. The lack of an explicit consensus on the 
definition of the alliance, in combination with the variety of measures used in different studies 
create conceptual ambiguity and render empirical evidence less clinically meaningful 
(Horvath,Ν 2011;Ν HorvathΝ &Ν Bedi,Ν 2002;Ν HorvathΝ etΝ al.,Ν 2011).Ν Moreover,Ν clients’Ν andΝ
observers’ΝreportsΝofΝtheΝallianceΝappearΝtoΝbe moreΝpredictiveΝofΝoutcomeΝthanΝtherapists’Ν
judgments suggesting that the source of alliance evaluation may be possibly impacting the 
final correlation between alliance and outcome (Horvath & Symonds, 1991). Furthermore, 
the correlational design of most designs does not provide support for causal relationships 
between alliance and outcome nor does it take into account client and therapist variables that 
may moderate or mediate the relationship between the therapeutic alliance and treatment 
outcome (Horvath & Bedi, 2002).   
Despite these limitations, as well as the relatively modest effect size (ES) of the meta-
analyses, accounting for approximately 7% of the outcome variance, the overall relation 
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between alliance and outcome remains robust regardless of treatment type, treatment length, 
outcome measures, time of alliance assessment, source of alliance ratings and publication 
status (Horvath et al., 2011; Horvath & Bedi, 2002; Horvath & Symonds, 1991; Martin et al., 
2000), or research design, treatment manual andΝresearcherΝallegianceΝ(Flückiger,ΝDelΝRe,Ν
Wampold, Symonds, & Horvath, 2012). Furthermore, the magnitude of the correlation has 
been suggested to be one of the most systematic and robust predictors of treatment outcome, 
that exceeds the relation of therapist adherence and competence to outcome (Webb, De 
Rubeis, & Barber, 2010), as well as the outcome variance that can be accounted for by 
techniques alone (Wampold, 2001).  
Despite the unequivocal correlation between alliance and outcome, the causality of the 
relationship has been the subject of great controversy in psychotherapy research. Several 
authors have doubted the value of the alliance as an outcome ‘predictor’Ν andΝ haveΝ
demonstrated that the level of the early alliance may be an artefact of prior symptomatic 
improvement (DeRubeis & Feeley, 1990; Feeley et al., 1999; Strunk, Brotman, & DeRubeis, 
2010). On the other hand, other authors have found support for the predictive value of the 
alliance in subsequent symptom change, even after partialling out prior symptomatic change 
(Barber, Connolly, Crits-Cristoph, Gladis, & Siqueland, 2000; Gaston et al., 1991; Klein et 
al.,Ν2003).ΝTheyΝhaveΝthereforeΝtentativelyΝconcludedΝthatΝtheΝalliance’sΝrelationΝtoΝoutcomeΝ
may not be amenable to early symptomatic improvement. However, the aforementioned 
studies are relatively limited and report rather small correlations. Further research, with 
greater sample sizes, different population and treatment types may further illuminate the 
causal relation between alliance and outcome (Barber, 2009; Barber et al., 2010). For 
example, it has been suggested that the alliance may be casually related to treatment outcome 
in interpersonal/-dynamic but not cognitive-behavioural therapies (DeRubeis & Feeley, 
1990). 
Even if the alliance is not a significant predictor of treatment outcome, it may be a 
‘moderator’ΝofΝoutcomeΝaccordingΝtoΝtheΝtypeΝofΝclientsΝforΝwhomΝtheΝtreatmentΝworks,ΝandΝ
the conditions under which the treatment is undertaken (Barber et al., 2010). For example, 
the alliance has been found to be significantly associated with outcome in specific treatment 
conditions (clinical management versus CBT) (Caroll, Nich, & Rounsaville, 1997), in clients 
with medium (as opposed to high or low) levels of perfectionism (Blatt, Zuroff, Quinlan, & 
Pilkonis, 1996), and in different treatments for cocaine dependence (Barber et al., 2001). 
Other studies, have failed to find support for the moderating effects of the alliance (Johnson 
& Ketring, 2006), whereas the study of the alliance as a moderator is a rather complicating 
task requiring the measurement of the alliance at intake, along with other predictor variables 
(Barber et al., 2010).  
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Another possibility is that the alliance is a mechanism of change in itself serving as a 
‘mediator’Νof treatment outcome. Several studies have provided support for the mediating 
roleΝofΝtheΝallianceΝaddressingΝtheΝnatureΝofΝtheΝalliance’sΝimpactΝonΝpsychotherapyΝprocessΝ
and outcome (Castonguay et al., 2006). For example, the alliance has been found to mediate 
theΝrelationshipΝbetweenΝclients’ΝperfectionismΝ(BlattΝetΝal.,Ν1996),ΝpretreatmentΝexpectationsΝ
(Joyce, Ogrodniczuk, Piper, & McCallum, 2003; Meyer et al., 2002), and underinvolved style 
(Hardy et al., 2001), and outcome.  
It has also been vastly acknowledged that alliance and technique are inextricably intertwined 
in the psychotherapy process and outcome (Goldfried & Davila, 2005; Hill, 2005). However, 
there is limited empirical investigation in this area. Gaston and his associates (1994) found 
that in long-term psychotherapy both supportive and exploratory interventions interacted with 
the alliance in outcome prediction. Supportive interventions appeared more helpful for clients 
with low alliance levels, whereas exploratory interventions appeared more helpful for clients 
with high alliance levels. Similarly, Barber and his associates (2006) found that in Individual 
DrugΝ CounsellingΝ forΝ cocaineΝ dependency,Ν highΝ counsellor’sΝ adherenceΝ toΝ theΝ treatmentΝ
model was necessary for clients with low levels of alliance,ΝwhereasΝcounsellor’sΝadherenceΝ
to the treatment model was not as necessary for improvement for clients with high levels of 
alliance.  
Despite the conceptualisation of the alliance as a process variable, the alliance could be 
arguably considered as anΝ‘outcome’ΝvariableΝinΝitsΝownΝright,ΝespeciallyΝinΝtheΝcaseΝofΝclientsΝ
with specific psychological difficulties (e.g. borderline personality disorder or extreme 
trauma) who experience severe difficulties with trusting and relating (Barber et al., 2010). A 
significant amount of research has indeed treated the alliance as an outcome variable with 
client and therapist factors as the independent variables. Several studies have identified a 
number of client characteristics (see Sharpless, Muran & Barber, 2010), as well as therapist 
characteristics and techniques (see Ackerman & Hilsenroth, 2001, 2003) that can affect 
positively, or negatively the therapeutic alliance yielding compelling and promising findings.  
Regardless of the predictive, mediating, or moderating function of the alliance in relation to 
treatment outcome, the process of how the alliance associates with good outcome still remains 
unclear (Safran & Muran, 2006). It is thus proposed that an examination of client and therapist 
factors impacting the alliance and outcome could shed further light onto these complex 
processes (Barber et al., 2010; Hill & Knox, 2009). Baldwin, Wampold and Imel (2007) 
employed multilevel models and found that therapist, but not client, variability in the alliance 
was predictive of outcome, a finding that has also emerged in numerous studies on both 
outpatient (e.g. Lutz, Leon, Martinovich, Lyons, & Stiles, 2007) and inpatient (e.g. Dinger, 
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Strack, Sachsse, & Shauenburg, 2009) psychotherapy. On the other hand, Barber and Gallop 
(2008) found that clients accounted for 24% of the outcome variance, whereas therapists 
accounted for only 4% of the outcome variance. Despite the contradictory findings, such 
studies highlight the significant contributions of both therapists and clients to the therapeutic 
alliance and outcome (Barber, 2009).   
Therapist, Client and Interactive Factors Impacting the Development and 
Maintenance of the Therapeutic Alliance 
The psychotherapeutic endeavour consists of the interaction of two subjectivities with unique 
personalities, life histories, experiences expectations, and worldviews (Hill, 2005; Sharpless 
et al., 2010). The section below summarises empirical findings on therapist, client, and 
interactive factors that have been found to affect the process of alliance building and 
maintenance. Though illuminating, findings should be interpreted with caution, as research 
on therapist and client interpersonal and intrapersonal variables is at a relatively early stage 
and therefore evidence may lack in clinical validity and empirical reliability (see Horvath & 
Bedi, 2002).  
Therapist factors that have been found to impede the development of a good alliance, as well 
as to diminish the quality of an established alliance include unsuccessful management of their 
countertransference (Benjamin & Critchfield, 2010), unresolved conflicts (Hill et al., 1996; 
Rosenberg & Hayes, 2002), as well as certain personality attributes (e.g. rigidity, coldness, 
uncertainty, hostility, defensiveness, unresponsiveness) (Ackerman & Hilsenroth, 2001), in 
combination with inflexible adherence to techniques, inability to maintain focus on the 
emotional impact of interpersonal problems (Ackerman & Hilsenroth, 2001), and 
engagement in client’sΝmaladaptiveΝinterpersonalΝstylesΝ(SafranΝ&ΝMuran,Ν2000).ΝOnΝtheΝotherΝ
hand,ΝcertainΝtherapists’ΝpersonalΝattributesΝ(e.g.Νflexibility,Νhonesty,Νrespect,Νtrustworthiness,Ν
competence, expertness, confidence, warmth, empathy, openness, honesty) (Ackerman & 
Hilsenroth, 2003), as wells as appropriate use of verbal and nonverbal communication (Bedi, 
Davis, & Arvay, 2005), and successful implementation of techniques (e.g. reflection, 
exploration, accurate interpretations, demonstrating empathy and promoting connection, 
attendingΝ toΝ clients’Ν experienceΝ andΝ facilitatingΝ theΝ expressionΝ ofΝ affect)Ν (AckermanΝ &Ν
Hilsenroth, 2003) have been found to positively associate with the development and 
maintenance of the therapeutic alliance.  
Client factors that have been found to correlate positively with both the therapeutic alliance 
and treatment outcome include positive expectations for improvement, good interpersonal 
functioning, secure attachment styles, as well as a history of positive past and present 
relationships (see Messer & Wolitsky, 2010; Sharpless et al., 2010; Benjamin & Critchfield, 
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2010). On the other hand, hostility, defensiveness, poor object relations, and substantial 
psychopathology or personality disorders are associated with poor alliances and 
manifestation of ruptures (see Messer & Wolitsky, 2010; Sharpless et al., 2010; Benjamin & 
Critchfield, 2010). Findings regarding the relation between pre-therapy symptom severity and 
the quality of the alliance are somehow mixed (Horvath & Bedi, 2002). Some studies suggest 
that severely disturbed clients tend to form weaker alliances, while others have found no such 
difference (Messer & Wolitsky, 2010; Sharpless et al., 2010).  
Active collaboration and cooperation between therapist and client is positively associated 
with the therapeutic alliance and outcome (Horvath & Bedi, 2002; Horvath et al., 2011), 
whereas therapist and client negative complementarity, characterised by negative, hostile, 
controlling or competing interactions, seems to be negatively associated with the quality of 
the alliance (see Binder & Henry, 2010). Similarly, transference and countertransference 
dynamicsΝareΝalsoΝ thoughtΝ toΝ influenceΝtheΝqualityΝofΝ theΝalliance,ΝwherebyΝclients’ΝstrongΝ
distortions of the therapeutic process, in combination withΝtherapists’ΝpersonalΝreactionsΝtoΝ
the client may negatively interfere with the alliance, and contribute to the manifestation of 
therapeutic ruptures (Messer & Wolitsky, 2010; Safran et al., 2011). 
Contemporary Reconceptualisations and Advances in Alliance Theory and 
Research 
Decades of psychotherapy research have established the significance of the alliance for 
positive client change and successful treatment outcome. However, it is also true, that the 
broad, pantheoretical conceptualisation of the alliance, in combination with the substantial 
variety of alliance measures, may have impeded the establishment of a clear and cohesive 
framework for the therapeutic relationship, process and dynamics (Horvath, 2006, 2011). The 
concept of the alliance in itself and its relation to other relationship elements has not been 
clearly charted (Horvath, 2011; Kazantzis et al., 2015), whereas it is often equated by many 
clinicians and researchers with the therapeutic relationship (Agnew-Davies, Stiles, Hardy, 
Barkham, & Shapiro, 1998; Henry & Strupp, 1994), and the terms are often used 
interchangeably within contemporary textbooks on the therapeutic relationship (e.g. Gilbert 
&Ν Leahy,Ν 2007;Ν HaughΝ &Ν Paul,Ν 2008).Ν BozarthΝ andΝ MotomasaΝ (2008),Ν argueΝ thatΝ “theΝ
therapeutic alliance is only important as a separate variable within the context of the reactive 
paradigm of psychotherapy. It is simply part and parcel of the relationship in the context of 
theΝactualizingΝparadigm”Ν(p.Ν136)ΝthatΝprivilegesΝclient’sΝframeΝofΝreferenceΝand resources, 
asΝopposedΝtoΝtherapist’sΝcontributionsΝandΝinterventionsΝinΝtheΝtherapeuticΝrelationship.ΝΝ 
Other authors have explicitly argued against such equations and have postulated that the 
alliance constitutes a way of looking into the quality of the collaborative relationship and 
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purposive work between therapist and client, and it is not the relationship itself (Hatcher, 
2010; Hatcher & Barends, 2006). According to Horvath and Bedi (2002) the alliance is 
inclusive of the affective bonds, as well as the more cognitive, conscious and purposeful 
aspects of the therapeutic relationship, within which therapist and client partner together and 
mutually engage in the process of therapy. Similarly, Meissner (2006) has suggested that the 
therapeutic relationship involves three components: the therapeutic alliance, transference and 
the real relationship. These three concepts may at times overlap and are in constant interaction 
and modification. It is the alliance, however, that provides the context for the working through 
and modification of transference phenomena, which are so central in psychoanalytic work.  
On the other hand, Safran and Muran (2000) have pointed out that the construct of the alliance 
may have been useful at a time when the person-centred tradition and authentic, human 
components of the therapeutic relationship had been marginalised by the mainstream 
cognitive-behavioural and classical psychoanalytic therapies, which emphasised the more 
technical aspects of the therapeutic relationship (Safran & Muran, 2006). However, the 
concept of the alliance may have outlived its usefulness within the contemporary relational 
and humanistic paradigms that place emphasis on flexibility, mutuality, spontaneity and 
authenticity (Safran & Muran, 2006). Within this intersubjective, relational therapeutic 
framework, there is an ongoing negotiation between two subjectivities and change is co-
created within the therapeutic dyad. All interventions thus become relational acts and carry 
relational meaning (Safran & Muran, 2000). Similarly, within the humanistic tradition, 
conceptsΝlikeΝ‘presence’Ν(Barrett-Lennard,Ν2007;ΝRogers,Ν1965;ΝSchmid,Ν2007)ΝandΝ‘relationalΝ
depth’Ν (MearnsΝ&ΝCooper,Ν2005)ΝhighlightΝ theΝ transformationalΝqualityΝofΝ theΝ therapeuticΝ
encounter that transcends the therapist-offered conditions and is seen as co-created and co-
experienced by both therapist and client (Wilkins, 2010). 
Taking into account these contemporary re-conceptualisations of the therapeutic alliance, 
several authors suggest that alliance theory and research should move away from further 
theoretical and empirical investigation of the definition, measures, nature and predictive 
validity of the concept. Instead, future research can benefit from  a micro- rather than a macro-
level focus (Horvath, 2006) on the how, in what way, and under which conditions, the 
therapeutic relationship facilitates and affects the change process (Castonguay et al., 2006; 
Hill & Knox, 2009; Safran & Muran, 2006). 
Therapeutic Implications  
The consistent empirical evidence on the importance of a positive therapeutic alliance for 
successful treatment outcome (Horvath & Bedi, 2002; Horvath et al., 2011) entails significant 
clinical implications for practitioner psychologists in general and counselling psychologists 
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in particular, given the prominence of the psychotherapeutic relationship in Counselling 
Psychology theory, research and practice (BPS, 2005; HCPC, 2015). 
Research evidence suggests that the quality of the alliance is indicative of the degree of 
mutual cooperation, collaboration and commitment between therapist and client towards the 
tasks and goals of the therapeutic process (Horvath & Bedi, 2002; Horvath et al., 2011). It 
therefore becomes crucial that practitioners endeavour to develop and foster a collaborative 
framework, within which clients feel valued, respected and experience themselves as active 
participants rather than passive recipients (Horvath, 2000).  
MostΝimportantly,ΝitΝisΝessentialΝthatΝaΝ‘goodΝenough’ΝallianceΝisΝforged and developed during 
theΝearlyΝphasesΝofΝ therapy,Ν givenΝ theΝ factΝ thatΝweakΝ initialΝ alliancesΝmayΝ leadΝ toΝclients’Ν
premature termination, whilst the alliance developed by the fifth session is especially 
predictive of treatment outcome (Horvath, 2000; Horvath & Bedi, 2002; Horvath & 
Luborsky, 1993; Horvath et al., 2011).  It is therefore suggested that, during the initial phase 
of therapy, counselling psychologists should focus on the phenomenological world of clients 
and the building of the therapeutic alliance before moving onto the implementation of specific 
techniques. During the early stages of therapy, techniques appear to contribute less to 
treatment outcome, whereas a sound alliance characterised by collaborative agreement is 
thought to set the ground for the successful implementation of therapeutic interventions 
(Godfried & Davila, 2005; Horvath & Bedi, 2002).  
In order to enable the forging of a strong alliance during the early phases of therapy, 
practitioners should strive to establish consensus on the goals of therapy (Bordin, 1994; Tryon 
& Winograd, 2011), as well as to modify and adapt therapeutic tasks, in a way that best 
correspondsΝtoΝclients’Νproblems,Νexpectations,Νpreferences,ΝresourcesΝandΝpersonalityΝstylesΝ
(Horvath et al., 2011; Norcross & Lambert, 2011; Norcross & Wampold, 2011).  Similarly, 
it is of paramount importance that practitioners attend to the bond element of the therapeutic 
alliance, meaning the level of trust and attachment between therapist and client required for 
collaborative, purposeful and effective work to take place. It is thus essential that the alliance 
is negotiated in the beginning, as well as throughout therapy (Hatcher & Barends, 2006). 
Different types of treatment entail different types of activities and commitments from the 
members of the therapeutic dyad, and differ with regards to the emphasis they place on the 
importance of relational work (Bordin, 1994; Hill & Knox, 2009). Practitioners are therefore 
invited to make a judgment call in relation to the optimal level and type of bond required for 
the achievement of therapeutic tasks and goals (Hatcher & Barends, 2006; Hill & Knox, 
2009).  
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ResearchΝsuggestsΝthatΝtherapists’ΝandΝclients’ΝperceptionsΝofΝtheΝtherapeuticΝallianceΝseemΝtoΝ
differ, especially in the early stages of therapy (Bachelor, 2013; Krause et al., 2011), with 
clients’ΝratingsΝofΝtheΝallianceΝbeingΝmoreΝpredictiveΝofΝtreatmentΝsuccessΝ(HorvathΝ&ΝBedi,Ν
2002; Horvath & Symonds, 1991). Counselling psychologists are therefore recommended to 
actively monitorΝclients’ΝfeltΝexperienceΝofΝtheΝallianceΝ(HorvathΝetΝal.,Ν2011;ΝSharplessΝetΝal.,Ν
2010),Ν asΝ wellΝ asΝ toΝ seekΝ clients’Ν feedbackΝ onΝ theirΝ expectationsΝ andΝ perceptionsΝ ofΝ theΝ
therapeutic alliance (Bachelor, 2013; Lambert & Shimokawa, 2011), in order to be able to 
tailorΝtheirΝtherapeuticΝstanceΝandΝinterventionsΝtoΝbestΝmeetΝclients’Νneeds.Ν 
Regardless of the establishment of a positive therapeutic alliance early in therapy, fluctuations 
in the alliance during the middle stages of treatment are to be expected.ΝClients’ΝinitialΝhighΝ
ratings of the alliance may often indicate unrealistic expectations (Horvath & Bedi, 2002), 
whereas the alliance may often be compromised in the middle phase of therapy due to 
transference/ countertransference dynamics, negative complementarity, or the therapist 
challenging clients to work through difficult issues (Horvath & Luborsky, 1993; Horvath et 
al., 2011). It is important that practitioners remain attuned to such fluctuations in the alliance 
and attempt to resolve them, as they constitute a normal part of the therapeutic process that, 
when successfully negotiated and resolved, appears to be related to positive treatment 
outcomes (Horvath, 2000; Horvath et al., 2011; Safran et al., 2011). In any case, it is indicated 
that therapistsΝ remainΝ responsiveΝ toΝ clients’Ν negativeΝ reactions,Ν asΝ wellΝ asΝ refrainΝ fromΝ
responding with defensiveness and counterhostility (Henry, Schacht, Strupp, Butler, & 
Binder, 1993; Horvath et al., 2011; Safran et al., 2011).  
The fact that numerous therapist factors have been found to influence the development of the 
therapeutic alliance highlights the significance of clinical supervision, as well as 
practitioners’ΝtrainingΝinΝskillsΝand/ΝorΝtreatmentΝmanualsΝthatΝfacilitateΝandΝenhanceΝallianceΝ
building and management (Safran et al., 2011; Sharpless et al., 2010). Although research 
evidence on the relationship between therapist experience/ training and the quality of the 
alliance are somehow equivocal, more experienced therapists appear more adept at forging 
alliances and addressing difficulties with clients suffering from more severe relational 
problems (Horvath, 2001; Horvath & Bedi, 2002). At the other end of the spectrum, 
practitioners can also benefit from the knowledge of relevant theory and research on client 
factors that may enhance or impede the development of the therapeutic alliance, in order to 
remain attuned to alliance fluctuations and be prepared to manage them, so that problems are 
successfully resolved and premature termination is avoided (Sharpless et al., 2010).  
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Abstract 
 
The role and impact of a positive therapeutic alliance on psychotherapy outcome has been 
vastly documented. However, ruptures in the therapeutic alliance are a common phenomenon 
posing marked challenges on the work of therapists. Although outcome research indicates 
that rupture-repair processes contribute to an enhancement of the therapeutic relationship, as 
well as positive treatment outcome, there is a relative lack of qualitative research on the topic. 
The aim of the current research project was to address this gap by exploring the ways 
therapists experience, make sense of and repair therapeutic ruptures. Ten semi-structured 
interviews with counselling psychologists of various therapeutic orientations were conducted, 
and subsequently analysed using Interpretative Phenomenological Analysis. Four 
superordinate themes emerged from the data: ‘The Threat’, ‘The Struggle’, ‘The Meaning-
Making’, and ‘The Resolution’. Ruptures were perceived as threatening to the therapeutic 
endeavour, and experienced in the form of withdrawal, breakage or misattunement. 
Participants’ΝaccountsΝalsoΝrevealedΝexperiencesΝofΝheightenedΝstrugglesΝinΝtheΝformΝofΝpowerΝ
and control issues, personal and professional dilemmas, as well as negative emotionality. 
Participating counselling psychologists appeared to make sense of ruptures in relation to 
intense intrapsychic and interpersonal dynamics, personal vulnerabilities, as well as pacing 
of therapeutic interventions. Unique and idiosyncratic ways of processing ruptures were 
employed, whilst successful resolution was ultimately experienced as transformational for 
the therapeutic relationship and outcome, and was perceived as a valuable learning experience 
for both therapists and clients. Overall, therapeutic ruptures and repairs were conceptualised 
as fundamentally relational, intersubjective acts, co-created and co-experienced by both 
members of the therapeutic dyad. The emerged findings are examined in relation to existing 
literature and, the implications for the research, training, and practice of Counselling 
Psychology are discussed. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
42 
 
Introduction 
Research has repeatedly shown that the therapeutic alliance is the most robust predictor of 
positive psychotherapy outcome across all treatment modalities (Horvath & Bedi, 2002; 
Horvath,ΝDelΝRe,ΝFlückiger,Ν&ΝSymonds,Ν2011;ΝHorvathΝ&ΝSymonds,Ν1991;ΝMartin,ΝGarskeΝ
& Davis, 2000), and that poor alliances are associated with poor outcome and unilateral 
termination (Horvath & Bedi, 2002; Martin et al., 2000; Samstag, Batchelder, Muran, Safran, 
&ΝWinston,Ν1998).ΝMoreover,ΝdespiteΝpsychotherapy’sΝgeneralΝeffectivenessΝ(Lambert,Ν2013;Ν
Miller, Hubble, Chow, & Seidel, 2013) evidence suggests that approximately 5-10% of 
clients appear to deteriorate as a result of therapy (Cooper, 2008), a finding which could be 
indicating that some clients have negative experiences (Hill, 2010). However, therapists often 
tendΝtoΝrespondΝwithΝcounterhostilityΝtoΝclients’ΝnegativeΝexperiencesΝwithinΝtheΝcontextΝofΝ
weak alliances (Henry, Schacht, & Strupp, 1986; Tasca & McMullen, 1992), while training 
therapists in avoiding negative relational processes has been proven quite a challenging task 
(Crits-Cristoph et al., 2006; Henry, Schacht, Strupp, Butler, & Binder, 1993).  
Research evidence also suggests that the therapeutic alliance is not a static phenomenon, but 
rather fluctuates over the course of therapy, even within a particular session (Horvath & 
Luborsky, 1993; Safran & Muran, 2000), with ruptures in the therapeutic alliance being a 
common phenomenon in psychotherapy (Eames & Roth, 2000; Safran, Muran, & Eubanks-
Carter, 2011; Safran, Muran, Samstag, & Stevens, 2002).  If unresolved, ruptures can 
adversely affect therapy process and outcome, and may lead to premature and unilateral 
termination (Henry et al., 1986; Muran, Safran, Samstag, & Winston 2005). However, if 
successfully resolved, ruptures can have positive consequences on the therapeutic 
relationship and process (Safran & Kraus, 2014; Safran & Muran, 2000). Specifically, a 
pattern of deterioration in the alliance followed by an improvement over the course of 
treatment is generally associated with positive outcome (Kivlighan & Shaughnessy, 2000; 
Stiles et al., 2004; Strauss et al., 2006).  
In fact, the APA Division 29 Task on Empirically Supported Therapy Relationships pointed 
outΝtheΝrepairΝofΝallianceΝrupturesΝasΝaΝ‘promisingΝandΝprobablyΝeffective’ΝtreatmentΝprincipleΝ
(Norcross, 2002), a conclusion that was reaffirmed by the second Task Force on Evidence-
BasedΝTherapyΝRelationshipsΝthatΝlistedΝtheΝrepairΝofΝallianceΝrupturesΝamongΝtheΝ‘promisingΝ
butΝwithΝ insufficientΝresearchΝtoΝ judge’ΝrelationshipΝelementsΝ(NorcrossΝ&ΝLambert,Ν2011;Ν
Norcross & Wampold, 2011). It is therefore understood that there is still room for further 
research in the field of the therapeutic alliance, in general, and the management and repair of 
ruptures, in particular. In fact, there has been an identified demand for phenomenological 
studies, in the field of alliance research, in order to identify specific factors and mechanisms 
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of change within the therapeutic relationship related to psychotherapy outcome (Gumz, 
Brähler, Geyer, & Erices, 2012; Hill & Knox, 2009).  
Alliance Ruptures and Repairs: Theory and Research 
GivenΝ theΝ significanceΝ ofΝ theΝ allianceΝ forΝ successfulΝ psychotherapyΝ outcome,Ν aΝ ‘secondΝ
generation’ΝofΝresearchΝhasΝemergedΝoverΝtheΝpastΝtwoΝdecades,ΝinΝanΝattemptΝtoΝilluminateΝ
the processes contributing to the development and maintenance of the alliance, as well as to 
investigate the ways that therapists can best address, manage and repair alliance ruptures 
(Safran et al., 2011; Safran et al., 2002).  
ThisΝ generationΝ ofΝ researchΝ hasΝ beenΝ vastlyΝ influencedΝ byΝ Bordin’sΝ (1979,Ν 1994)Ν
pantheoretical conceptualisation of the alliance, as consisting of agreement on tasks and 
goals, as well as an affective bond between therapist and client, characterised by mutual 
liking, trust and respect. Bordin (1994) postulated that the working alliance is dyadic, mutual 
and constantly negotiated. Consequently, strains in the alliance are to be expected and can be 
manifested in the form of disagreements over the tasks and goals of therapy or through strains 
inΝtheΝaffectiveΝbond.ΝAccordingΝtoΝBordinΝ(1979),ΝitΝisΝpreciselyΝthisΝ‘tearΝandΝrepair’ΝofΝtheΝ
relationship that can actually make it stronger and lead to client change, as it represents 
opportunities for therapeutic change and for deepening the alliance.  In fact this dynamic 
process between therapist and client has been considered by contemporary alliance 
theoreticians and researchers as a mechanism of change in and of itself, as long as it is 
successfully negotiated and resolved (Safran & Kraus, 2014; Safran & Muran, 2000, 2006).  
Definitions, Conceptualisations, Measures, and Prevalence of Ruptures 
Definitions 
Safran and Muran (2006) have defined alliance ruptures asΝ“aΝbreakdownΝinΝtheΝcollaborativeΝ
process, periods of poor quality of relatedness between patient and therapist, a deterioration 
in the communicative situation, orΝaΝfailureΝtoΝdevelopΝaΝcollaborativeΝprocessΝfromΝtheΝoutset”Ν
(p. 288). According to the authors, a focus on the breakdown in collaboration is closer to 
Bordin’sΝ conceptualisationΝ ofΝ theΝ allianceΝ butΝ failsΝ toΝ fullyΝ captureΝ clients’Ν difficultiesΝ inΝ
negotiating authentic relatedness. On the other hand, a pure focus on the poor quality of 
relatednessΝ orΝ onΝ theΝ deteriorationΝ ofΝ theΝ communicativeΝ processΝ encapsulatesΝ clients’Ν
relational difficulties, but also deviates from the classical conceptualisation of the alliance as 
rational collaboration. Other terms that have been used to describe this phenomenon include 
‘empathicΝfailures’Ν(Kohut,Ν1984),Ν‘misunderstandingΝevents’Ν(Rhodes,ΝHill,ΝThompson,Ν&Ν
Elliott,Ν1994),Ν‘therapeuticΝ impasses’Ν(Hill,ΝNutt-Williams, Heaton, Thompson, & Rhodes, 
1996),ΝandΝ‘markersΝofΝenactments’Ν(SafranΝetΝal.,Ν2002).Ν 
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The term rupture itself implies a major breakdown in the alliance, however, in reality, ruptures 
may vary in intensity ranging from minor tension that may go unnoticed, to major 
breakdowns in collaboration, understanding or communication (Eubanks-Carter, Muran, & 
Safran, 2010; Safran et al., 2011). Alliance ruptures usually consist of disagreements about 
the tasks of treatment, disagreements about the goals of treatment, or strains in the bond. 
Ruptures usually lead to a client marker behaviour that usually takes the form of withdrawal, 
where the client moves away from (e.g. by exhibiting avoidance) or towards (e.g. by 
exhibiting deference) the therapist, or confrontation, where the client moves against the 
therapist (e.g. by expressing anger or dissatisfaction) (Safran & Muran, 1996). These forms 
of ruptures are not mutually exclusive, but may pull for different types of therapist 
interventions (Safran et al., 2002). Lastly, ruptures may be manifested within a single therapy 
session, over several sessions, or across treatment in the form of a recurrent pattern (Safran 
& Kraus, 2014).  
Conceptualisations  
In classical psychoanalytic theory, ruptures were understood as stemmingΝ fromΝ client’sΝ
resistance hindering the change process. For some theorists, the analysis of resistance is the 
therapy, whereas for others resistance is something to be bypassed in order to gain access to 
the repressed memories and affect (Freud, 1923). In ego psychology resistance was no longer 
viewed as an obstacle to the therapeutic process, but rather as a part of the psychic surface of 
the ego that needed to be explored (Fenichel, 1941; Kris, 1951). British object relations 
theorists and self-psychologists, on the other hand, regarded resistance as a healthy and 
necessary function of the self (Kohut, 1977) who attempts to protect the individual from 
retraumatisation (Fairbairn, 1952). Contemporary, relational theorists (Aron, 1996; Mitchell, 
1993) view resistance as a function of the relational context, within which the interaction 
betweenΝ therapistΝ andΝ clientΝ takesΝ place.Ν Client’sΝ resistanceΝ isΝ thereforeΝ understoodΝ andΝ
explored both intrapsychically and interpersonally taking into account both therapist’sΝandΝ
client’sΝ contributionsΝ toΝ theΝ interactionΝ (SafranΝ&ΝKraus,Ν 2014;Ν SafranΝ&ΝMuran,Ν 2000).Ν
CognitiveΝ theoristsΝ haveΝ alsoΝ conceptualisedΝ resistanceΝ asΝ theΝ client’sΝ attemptΝ toΝ protectΝ
himself/ herself from further loss, disappointment and criticism, and have stressed out the 
importanceΝ ofΝ theΝ therapistΝ ‘aligningΝ withΝ theΝ resistance’, when indicated (Leahy, 2001, 
2007).  
RuptureΝ episodesΝmayΝbeΝ alsoΝ conceptualisedΝ asΝmomentsΝ ofΝ ‘intersubjectiveΝnegotiation’Ν
between two different subjectivities (Benjamin, 1990). They can therefore enable the client 
to negotiate the needs of the self versus the needs of others, leading to the experience of the 
self as a subject without treating the other as an object. Ruptures thus provide the client with 
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the opportunity to learn how to constructively assert, negotiate and balance the need for 
agency/ autonomy with the need for proximity/ relatedness (Muran, Safran, & Eubanks-
Carter, 2010). This is of particular relevance for the understanding of withdrawal and 
confrontation ruptures. For clients who privilege the need for relatedness, withdrawal 
ruptures may be more common, manifested in the form of submission of their wishes and 
needs, in order to maintain proximity. On the other hand, confrontation ruptures may be more 
common for clients who privilege the need for autonomy, reflecting their self-relying style of 
relating and manifested in their attempts to control and dominate in the relationship 
(Coutinho, Ribeiro, & Safran, 2009; Safran & Muran, 2000).  
Lastly,Ν rupturesΝ canΝ beΝ conceptualisedΝ andΝ explainedΝ byΝ theΝ principlesΝ ofΝ ‘interpersonalΝ
complementarity’ΝwhichΝpostulatesΝthatΝspecific,Νinterpersonal behaviours pull for specific, 
interpersonalΝresponsesΝ(Kiesler,Ν1996).ΝClients’ΝmaladaptiveΝinterpersonalΝschemasΝtendΝtoΝ
be acted out in the therapeutic relationship inviting the therapist to act and behave in a 
complementary way that will confirm their schemas. Should the therapist manage to 
disembed himself/ herself from the enactment, behave in a non-anticipated way and 
empathicallyΝexploreΝtheΝclient’sΝfeelings,ΝtheΝmaladaptiveΝinterpersonalΝcycleΝthatΝmaintainsΝ
theΝclient’sΝdysfunctionΝwill gradually subside (Katzow & Safran, 2007; Safran & Muran, 
2000). Therapeutic ruptures and repairs are thus significant learning and corrective emotional 
experiences that enable clients to restructure existing maladaptive schemas and replace them 
with new, more adaptive relational schemas, within which the self is perceived as capable of 
eliciting proximity, and the other is perceived as available (Coutinho et al., 2009; Safran & 
Segal, 1996). Overall, it is evident that therapeutic ruptures constitute windowsΝintoΝclients’Ν
core organising principles and should not be regarded as obstacles that need to be overcome. 
OnΝ theΝ contrary,Ν detailedΝ andΝ empathicΝ explorationΝ ofΝ bothΝ theΝ client’sΝ andΝ therapist’sΝ
experience of and contribution to the interaction has the capacity to transform a difficult 
impasseΝintoΝaΝmeaningfulΝunderstandingΝofΝtheΝclient’sΝcoreΝrelationalΝschemasΝ(SafranΝ&Ν
Muran, 2000). 
Measures 
Ruptures can be measured from the perspective of the client, the therapist or an observer, and 
can be repaired either within a single session or over a period of sessions (Safran et al., 2011). 
One method of detecting alliance ruptures consists of  having therapists and clients complete 
Postsession Questionnaires (PSQ; Muran, Safran, Samstag, & Winston, 1992) that include 
self-report measures of the alliance, as well as occurrence of ruptures, rupture intensity, and 
extent of resolution within sessions (see Eubanks-Carter et al., 2010; Safran et al., 2011). 
Self-report questionnaires have certain advantages, such as convenience and data reduction. 
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Nonetheless,ΝtheyΝareΝalsoΝcharacterisedΝbyΝsignificantΝlimitations,ΝasΝparticipants’ΝresponsesΝ
are subject to their emotional states, as well as their willingness to respond truthfully whilst 
completing the questionnaires (Coutinho, Ribeiro, Sousa, & Safran, 2014). Furthermore self-
report measures are potentially flawed due to client bias and poor self-reflection (Colli & 
Lingiardi, 2009), as well as due to the fact that they rely on retrospective recall, which is 
limited to what participants are able and willing to disclose at the time (Coutinho, Ribeiro, 
Hill,Ν &Ν Safran,Ν 2011).Ν Lastly,Ν therapists’Ν andΝ clients’Ν ratingsΝ ofΝ allianceΝ rupturesΝ doΝ notΝ
necessarily converge, with therapists reporting ruptures significantly more often than clients 
(Safran et al., 2011).  
Due to the aforementioned limitations, other researchers have proposed the use of observer-
basedΝmethodsΝforΝdetectingΝruptureΝandΝrepairΝprocesses,ΝsuchΝasΝHarper’sΝCodingΝSystemΝ
(Harper, 1989a, 1989b), the Collaborative Interaction Scale (CIS; Colli & Lingiardi, 2009), 
and the Rupture Resolution Rating System (3RS; Eubanks-Carter, Mitchell, Muran, & Safran, 
2009).Ν Ν InΝHarper’sΝCodingΝSystem,Ν judgesΝ identifyΝconfrontationΝandΝwithdrawalΝ ruptureΝ
markers through sessionΝ transcripts.Ν SimilarlyΝ ColliΝ andΝ Lingiardi’sΝ CISΝ (2009)Ν usesΝ
transcripts of sessions for the identification of both ruptures and resolutions. The CIS has 
demonstrated good inter-rater reliability, and has the unique strength of assessing both 
therapist and client positive and negative contributions to the therapeutic process. The 3RS 
(Eubanks-CarterΝ etΝ al.,Ν 2009),Ν drawsΝ onΝ Harper’sΝ manualΝ forΝ codingΝ withdrawalΝ andΝ
confrontation ruptures, has also demonstrated adequate inter-reliability, and has the distinct 
advantage of using video data that do not require transcription of sessions (Coutinho et al., 
2014). Studies that have employed observer-based method for the detection of ruptures (e.g. 
Coutinho et al., 2014; Lansford, 1986; Sommerfeld, Orbach, Zim, & Mikulincer 2008) have 
consistently demonstrated that ruptures are more frequently reported by observers than 
therapists or clients suggesting that clients may indeed struggle with the identification and 
acknowledgment of ruptures (Safran et al., 2011). AtΝtheΝsameΝtime,ΝgivenΝtheΝfactΝthatΝclients’Ν
ratings of the alliance appear to be more predictive of treatment retention and outcome 
(Horvath & Bedi, 2002), it has been suggested that self-report and observer-based methods 
may be used in a complementary fashion (Coutinho et al., 2014).  
A third method of identifying rupture and repair sequences are indirect self-reports that 
consist of tracking alliance fluctuations across therapy sessions. Therapists and clients 
complete measures of the alliance, such as the Working Alliance Inventory (WAI; Horvath 
& Greenberg, 1989), the Agnew Relationship Measure (ARM; Agnew-Davies, Stiles, Hardy, 
Barkham, & Shapiro, 1998), and the California Psychotherapy Alliance Scales (CALPAS; 
Marmar, Weiss & Gaston, 1989). Ruptures and resolutions are subsequently measured based 
on fluctuations in alliance scores across the course of therapy according to the development 
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of certain criteria (see Eubanks-Carter et al., 2010; Safran et al., 2011). Although indirect 
self-reports allow the observation of the natural occurrence of rupture and resolution 
processes and contribute in the clarification of the link between these phenomena and 
treatment outcome (Eubanks-Carter et al., 2010), recent studies (e.g. Coutinho et al., 2014; 
Sommerfeld et al., 2008) suggest that they may not be as sensitive as observer-based methods 
in capturing the occurrence of ruptures. It has thus been argued that these two methods may 
be actually measuring different phenomena (the construct of the alliance vs. the construct of 
ruptures per se) or different levels of the same phenomenon (ruptures at session level vs. 
ruptures at segment level) (see Coutinho et al., 2014).   
The development of methods for detecting rupture-repair sequences has undoubtedly paved 
the way for the conduct of research on the processes underpinning the relationship between 
therapeutic ruptures and repairs, and treatment outcome. At the same time, the fact that 
different researchers have used a variety of methods for identifying ruptures potentially 
renders findings more fragmented and less clinically meaningful (Horvath, 2011). According 
to Horvath (2011) this is in itself problematic, as each method of assessment appears to be 
assumingΝ aΝ differentΝ definitionΝ ofΝ ‘ruptures’Ν bracketingΝ theΝ results of each investigation 
within the constraints of its proposed definition. Furthermore, the number of detected rupture-
repair sequences varies significantly according to the perspective (client, therapist, observer) 
from which ruptures are identified (Safran et al., 2011), as well as the timing of  (Coutinho et 
al., 2014) and rupture-repair criterion for each measurement (Gumz et al., 2012; Strauss et 
al., 2006). Consequently, findings from different investigations cannot be linked nor 
aggregated easily, and insights on ruptures remain limited in their theoretical scope and 
clinical utility (Horvath, 2011; Strauss et al., 2006), especially if we take into account the 
substantial intraindividual and interindividual variability characterising participants in each 
study (Coutinho et al., 2014; Gumz et al., 2012).  
Prevalence 
Ruptures in the therapeutic alliance appear to be a rather frequent phenomenon. In a recent 
meta-analysis of eight studies employing client, therapist or observer reports, Safran, Muran 
and Eubanks-Carter (2011) demonstrated that patients report ruptures in 19% to 42% of 
sessions, therapists report them in 43% to 56% of sessions and external raters observe them 
in 41% to 100% of sessions. In general, clients tend to rate the alliance more highly and 
consistently andΝ clients’Ν ratings of the alliance seem to be a better predictor of outcome 
(Horvath & Symonds, 1991). Nevertheless, as therapy progresses, client and therapist reports 
become more similar (Horvath & Bedi, 2002). This difference in perspective may reflect the 
impact of therapists’ theoretical orientation through which they view the alliance. On the 
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other hand, clients seem to think about the alliance based on their prior interpersonal 
experiences (Krause, Altimir, & Horvath, 2011) and rate the alliance more globally driven by 
their need for safety and desire to change (Horvath, 2000; Horvath & Bedi, 2002). However, 
caution should be exercised, as this difference in perspectives could be also attributed to 
clients’Ν lackΝofΝ awareness of ruptures or discomfort with acknowledging them (Eubanks-
Carter et al., 2010).  
Furthermore, therapists across different theoretical orientations tend to differ in their ratings 
of the therapeutic alliance, with cognitive-behavioural therapists reporting higher alliances 
and fewer ruptures than therapists in other treatment conditions, such as process experiential 
therapy (Watson & McMullen, 2005), psychodynamic interpersonal therapy (Raue, 
Castonguay, & Goldfried, 1993; Raue, Goldfried, & Barkham, 1997), brief relational therapy 
and short-term dynamic therapy (Muran et al., 2009). One possible explanation for this 
difference in perspectives may be attributed to the fact that relationship issues may not occur 
as often or as intensely within the context of brief, manualised treatments, such as CBT (Raue 
et al., 1997). Another possible explanation could be that cognitive-behavioural therapists may 
have more difficulty in recognising and acknowledging ruptures, as their theoretical 
orientation places more emphasis on agreement and collaboration, rather than on the 
awareness, detection, and explicit addressing of ruptures or strains in the therapeutic 
relationship (Muran et al., 2009). Consequently, it could also be argued that clients in CBT 
are more reluctant to share their reactions and feelings with their therapists, as well as that 
CBT in itself is potentially characterised by less emotionally charged sessions, as a result of 
a less direct focus on the therapeutic process and relationship (Raue et al., 1997; Watson & 
McMullen, 2005).  
TheseΝ complementaryΝ explanationsΝ areΝ inΝ lineΝ withΝ researchΝ findingsΝ onΝ therapists’Ν
personality traits and preferred theoretical orientation. Several studies have shown that people 
drawn to the non-directive approaches tend to privilege intuition, feeling and openness to 
experience, whereas people interested in the directive approaches gravitate more toward 
sensing, judging, systematising, asserting and conforming (Arthur, 2001; Scandell, Wlazelek, 
& Scandell, 1997; Scragg, Bor, & Watts, 2007; Varlami & Bayne, 2007). Humanistic and 
psychodynamic therapies therefore encourage explorationΝ ofΝ clients’Ν feelings,Ν asΝ wellΝ as 
therapists’Νself-awareness and acceptance of their own feelings. On the other hand, cognitive-
behavioural therapy regards emotions as phenomena to be controlled rather than processed 
and explored. It has thus been postulated that cognitive-behavioural therapists appear less 
open to feelings, and tend to focus less on emotional processing and expression (Boswell, 
Castonguay, & Pincus, 2009; Goldfried, Raue, & Castonguay, 1998). They may therefore be 
less adept at detecting ruptures, as well as more prone towards dealing with the emotional 
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intensity surrounding ruptures at a more surface rather than an in-depth level, by focusing on 
areas of agreement rather than moments of tension (Muran et al., 2009; Safran et al., 2011).  
Research Findings on Alliance Ruptures and Resolution 
TheΝprocessΝofΝrepairingΝallianceΝrupturesΝhasΝbeenΝnowadaysΝrecognisedΝasΝaΝ“promisingΝbutΝ
withΝinsufficientΝresearchΝtoΝjudge”ΝtreatmentΝprincipleΝthatΝmayΝbeΝpositivelyΝassociatedΝwithΝ
treatment outcome (Norcross & Lambert, 2011; Norcross & Wampold, 2011; Safran et al., 
2011). Four main methodological paradigms have been therefore employed, in order to 
further elaborate on the nature and function of this complex phenomenon, as well as to 
illuminate its relation to psychotherapy process and outcome. These are naturalistic 
observation studies, task-analytic studies, randomised controlled trials (RCTs) and qualitative 
studies (Eubanks-Carter et al., 2010).  
Naturalistic Studies 
Naturalistic studies focus on the natural observation of rupture and repair phenomena, and 
examine their relation to treatment outcome. Specifically, there are three methods of 
identification of rupture and resolution processes; therapist and client direct self-reports, 
observer-based methods, and indirect self-reports (Eubanks-Carter et al., 2010). 
Eames and Roth (2000) administered the Postsession Questionnaire (PSQ; Muran et al., 1992) 
to both therapists and clients and found that therapists reported ruptures in 43% of sessions, 
while clients reported them in 19% of sessions. They also found that therapist-reported 
ruptures were positively correlated with a preoccupied attachment style, and negatively 
correlated with a dismissing attachment style. Similarly, Muran et al. (2009) administered 
Postsession Questionnaires to both therapists and clients after each session of three different 
treatments. During the first six treatment sessions, ruptures were reported by 56% of 
therapists and 37% of clients. Lower rupture intensity and higher rupture resolution were 
associated with higher ratings of the alliance and session depth. Furthermore, lower rupture 
intensity was related to better outcome on measures of interpersonal functioning, whilst 
higher rupture resolution was predictive of better treatment retention.  
GivenΝtheΝdivergenceΝinΝtherapists’ΝandΝclients’ΝratingsΝofΝtheΝallianceΝandΝreportsΝofΝruptures,Ν
observer-based methods seem to be a reasonable way of addressing rupture and repair 
processes. An early study (Lansford, 1986) that employed observer-based ratings of 
‘weakenings’ in the alliance concluded that therapists and clients who actively dealt with 
ruptures had more successful outcomes. Sommerfeld, Orbach, Zim, and Mikulincer (2008) 
comparedΝclients’ΝandΝobservers’ΝassessmentsΝofΝallianceΝrupturesΝinΝpsychodynamicΝtherapyΝ
administering the Session Evaluation Questionnaire (SEQ; Stiles, 1980). They found that 
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observers reported ruptures in 77% of sessions, while clients reported them in 42% of 
sessions.Ν WhileΝ thereΝ wasΝ noΝ associationΝ betweenΝ observers’Ν andΝ clients’Ν perspectives,Ν
sessions in which both observers and clients reported a rupture were rated by clients as having 
greater depth. Furthermore, the researchers also found a significant association between the 
occurrenceΝofΝrupturesΝandΝtheΝemergenceΝofΝclients’ΝCoreΝConflictualΝRelationshipΝThemesΝ
(CCRT; Luborsky & Crits-Cristoph, 1998). Taken together, these findings highlight the 
importance of therapists’ΝactiveΝexplorationΝofΝruptures,ΝasΝtheyΝprovideΝwindowsΝtoΝclients’Ν
core relational schemas and critical opportunities for their modification (Eubanks-Carter et 
al., 2010). 
Indirect self-reports of ruptures and repairs track fluctuations in clients’ΝallianceΝscoresΝoverΝ
theΝcourseΝofΝtreatment.ΝBasedΝonΝGelsoΝandΝCarter’sΝ(1994)ΝformulationΝthatΝaΝcurvilinearΝ
pattern of alliance development would be characteristic of more effective time-limited 
therapy, a number of researchers have attempted to investigate patterns of alliance 
development across time, and to clarify the connection between different alliance patterns 
and treatment outcome. In a sample of 41 volunteer clients working with novice counsellors, 
Kivlighan and Shaughnessy (2000) administered the Working Alliance Questionnaire (WAI; 
Horvath & Greenberg, 1986) and employing cluster analysis, they managed to identify three 
alliance patterns, namely stable alliance, linear alliance growth and quadratic (U-shape) 
alliance growth. They found that the latter was associated with greater improvement on 
different measures of counselling outcome.  
Stiles et al. (2004) attempted to replicate KivlighanΝandΝShaughnessy’sΝ(2000)ΝfindingsΝinΝaΝ
clinical sample of psychotherapy clients treated for depression. They administered the Agnew 
Relationship Measure (ARM; Agnew-Davies et al., 1998), and measured alliance fluctuations 
in different types of treatments for depression, according to specifically developed criteria. 
Although, they did not find support for U-shaped alliance patterns, they did detect V-shaped 
rupture-repair sequences, characterised by strong deteriorations and subsequent 
improvements of the alliance, which were associated with greater treatment gains, as 
measured by the Beck Depression Inventory and the Brief Symptom Inventory. These 
findings were supported by Strauss et al.’s (2006) study in a sample of 30 clients with 
avoidant and obsessive-compulsive disorders who received cognitive-behavioural therapy. 
By developing specific criteria for rupture-repair episodes and measuring fluctuations in 
alliance scores on the California Psychotherapy Alliance Scales (CALPAS; Marmar et al., 
1989), the researchers demonstrated that stronger early alliances and rupture-repair episodes 
predicted more improvement in symptoms of personality disorder and depression, as assessed 
by the pre- and post-treatment scores in the Wisconsin Personality Disorders Inventory and 
the Beck Depression Inventory. On the other hand, other studies have failed to find an 
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association between rupture-repair episodes and treatment outcome (Stevens, Muran, Safran, 
Gorman, & Winston, 2007).  
Gumz,ΝBrähler,ΝGeyer,ΝandΝEricesΝ(2012)Νdeveloped an alternative and more sophisticated 
rupture-repair criterion, able to identify rupture sequences not previously considered, and 
taking into account the length of the crises. They administered the Intrex questionnaire 
(Benjamin, 1988), a short form of the Structural Analysis of Social Behaviour assessment 
tool (SASB; Benjamin, 1987), to a sample of patients with depression and personality 
disorders receiving psychodynamic psychotherapy, and subsequently applied this criterion 
identifyingΝfiveΝpatternsΝofΝcrisesΝandΝresolutions;Ν“jumpΝin-jumpΝout”Ν(V-shape),Ν“jumpΝin-
slideΝout”,Ν“slideΝin-jumpΝout”,Ν“slide in-slideΝout”,Ν“complexΝpatterns”.ΝTheΝmostΝfrequentΝ
pattern was the V-shape,ΝfollowedΝbyΝtheΝ“jumpΝin-slideΝout”Νpattern.ΝTakenΝtogetherΝtheseΝ
findings indicate that temporary deteriorations in the therapeutic relationship constitute a 
common phenomenon, as well as a distinctive feature of psychotherapy change over the 
course of treatment. The number, magnitude and length of rupture-repair episodes may 
substantially vary depending on the specific characteristics of the therapeutic relationship, 
process, and measures (Gumz, et al., 2012). In any case, the fact that rupture-repair sequences 
seem to be associated with greater treatment gains confirms the claim that alliance ruptures, 
manifested in the here and now of the therapeutic relationship, represent opportunities for 
learning and change (Safran & Muran, 2000; Stiles et al., 2004).  
Overall, naturalistic studies are a promising research method for the identification and 
clarification of processes preceding rupture resolution, and may shed further light onto both 
clients’ΝandΝtherapists’ΝcontributionsΝinΝtheΝprocessΝofΝrepairingΝallianceΝruptures.ΝAtΝtheΝsameΝ
time, they are not without certain limitations, such as the use of small sample sizes that limit 
generalisability of findings requiring further replication (Kivlighan and Shaughnessy, 2000; 
Strauss et al., 2006). The clinical utility and generalisability of findings also appears to be 
compromised by the different criteria used and various timing of measurements conducted to 
identify rupture-repair episodes, as well as the various clinical problems, treatment 
approaches, and client populations included in each study (Gumz et al., 2012; Strauss et al., 
2006). As a result, the findings of each investigation cannot be easily aggregated nor 
extrapolated from one to another (Horvath, 2011). Moreover, it has been argued that rupture-
repair sequences are not independent from therapist effects and treatment types, and future 
research can benefit from qualitative studies and multilevel modelling techniques, capable of 
capturing the responsiveness and complexity of the therapeutic relationship, in order to 
improve treatment retention and outcome (Stiles et al., 2004; Strauss et al., 2006).  
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Task Analytic Studies 
The task-analytic paradigm integrates a combination of qualitative and quantitative 
methodologies. Researchers initially develop a theoretical model of processes underpinning 
ruptures resolution. They subsequently observe successful resolution of rupture events and 
revise the theoretical model accordingly.  Then, they develop specific criteria for assessing 
each step, select measures, and employ trained judges to code therapist and client behaviours 
using the selected measures. The theoretical model is further modified based on the results of 
the coding, yielding a final rational-empirical model of the components of the processes 
involved in the rupture resolution task (Greenberg, 2007; Safran et al., 2011).    
Repairing Alliance Ruptures in Safran and Muran’s Model 
Through a series of task-analytic studies (Safran, Crocker, McMain & Murray, 1990; Safran, 
Muran & Samstag, 1994; Safran & Muran, 1996), Safran and colleagues have developed a 
rupture resolution model that consists of four distinct stages (Muran et al., 2010; Safran et al., 
2011): 
1. Attending to the rupture marker  
2. Exploring the rupture experience  
3. Exploring any avoidance away from communicating about the rupture 
4. RecognizingΝpatient’sΝexpressionΝofΝanΝunderlyingΝwishΝorΝneedΝ 
(see Muran et al., 2010, p. 324) 
The nature and process of clarification in stage 4 depends on the type of rupture. In the 
withdrawal resolution process, the typical progression consists of moving through 
increasingly clearer expressions of negative sentiments to self-assertion, in which theΝclient’sΝ
need for agency and autonomy is met and validated by the therapist. In the confrontation 
resolution process, the typical progression consists of moving from expressions of anger to 
the expression of feelings of hurt and disappointment, in order for the client to contact the 
underlying vulnerability, and deeper wish and need for nurturance (Safran et al., 2002; Safran, 
Muran, & Eubanks-Carter, 2010).   
Based on their research programme, Safran and colleagues have developed a typology of 
rupture resolution strategies that may be direct or indirect, and may target ruptures at a surface 
or at a depth level. Such rupture-repair interventions consist of repeating the therapeutic 
rationale, changing tasks or goals, clarifying misunderstandings at a surface level, exploring 
patient’sΝrelationalΝthemesΝassociatedΝwithΝtheΝrupture,ΝlinkingΝtheΝallianceΝruptureΝtoΝcommonΝ
patternsΝinΝaΝpatient’sΝlife,ΝprovidingΝaΝnewΝrelationalΝexperienceΝ(SafranΝetΝal.,Ν2011).Ν 
  
53 
 
Repairing Alliance Ruptures in Psychodynamic Psychotherapy 
Agnew, Harper, Shapiro and Barkham (1994) selected one case of psychodynamic-
interpersonal therapy for depression and tested a psychodynamic-interpersonal model for 
resolution of confrontation challenges. Their resolution model consisted of six stages: 
1. Acknowledgment ofΝtheΝclient’sΝfeelingsΝaroundΝtheΝconfrontationΝchallenge 
2. NegotiationΝ ofΝ theΝ therapist’sΝ andΝ client’sΝ understandings, in order to reach a shared 
understanding of their roles and responsibilities 
3. Exploration of parallel situations outside therapy 
4. Consensus on the understandings of the origins of client’sΝcurrentΝdissatisfaction and 
renegotiation of the terms of the working relationship 
5. Further exploration of parallel situations outside therapy 
6. Discussion of alternative styles of relating in these situations  
(see Agnew et al., 1994, p. 165) 
InΝ lineΝ withΝ SafranΝ andΝ Muran’sΝ resolutionΝ model,Ν AgnewΝ andΝ colleaguesΝ (1994)Ν alsoΝ
highlighted the importance of the therapist acknowledging and collaboratively exploring 
ruptures with clients. However, they placed greater emphasis on linking ruptures with 
situationsΝoutsideΝtherapy,ΝasΝopposedΝtoΝclarifyingΝtheΝclient’sΝunderlyingΝwishΝorΝneed. 
Bennett, Parry, and Ryle (2006) also employed task analysis and proposed a model for the 
resolution of alliance-threatening transference enactments in cognitive-analytic therapy of 
clients with borderline personality disorder. Their resolution model consisted of nine stages, 
although therapists appeared to cycle between and within stages, suggesting that resolution is 
not necessarily achieved in a fixed, linear way: 
1. AcknowledgmentΝofΝtheΝeventΝandΝofΝclient’sΝfeelingsΝinΝtheΝhere-and-now  
2. Exploration of the nature of the feelings  
3. Linking and explanation of the feelings with the reformulation 
4. Negotiation of patient’sΝacceptanceΝandΝunderstandingΝofΝtheΝpossibleΝlink 
5. Consensus on the event and its association with the client’sΝ otherΝ currentΝ orΝ past 
relationships  
6. Understanding and assimilation of warded off feelings 
7. Further explanation of the procedure and its relation to the reformulation 
8. FacilitationΝ ofΝ client’sΝ engagementΝ inΝ changeΝ throughΝ explorationΝ ofΝ alternatives to 
identified patterns of relating 
9. Closure with the therapist affirming the focus on the therapeutic relationship                
                                                                            (see Bennett et al. 2006, p. 411) 
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ConsistentΝwithΝSafranΝandΝMuran’sΝmodel,ΝBennettΝetΝal.’sΝ(2006)ΝmodelΝalsoΝhighlightedΝ
theΝsignificanceΝofΝtherapists’ΝattendingΝtoΝandΝrespondingΝinΝaΝnon-defensive way to alliance 
ruptures.ΝHowever,ΝasΝinΝAgnewΝetΝal.’ΝsΝ(1994)Νmodel,ΝtheyΝplacedΝmoreΝemphasisΝonΝlinkingΝ
rupturesΝ toΝclients’Νpre-established formulation and other relationships outside therapy, as 
opposed to focussing on the immediate process andΝclarificationΝofΝclients’ΝunderlyingΝwishΝ
or need. The findings of these two rupture-resolution models are consistent with research on 
therapists’Ν theoreticalΝorientationΝandΝpersonalityΝattributesΝ indicatingΝ thatΝpsychodynamicΝ
psychotherapists tend to place more emphasis on past experiences, intrapsychic and 
interpersonal patterns, unconscious motivation, as well as acceptance and expression of 
feelings, and acquisition of insight (Arthur, 2001; Goldfried, Castonguay, Hayes, Drozd, & 
Shapiro, 1997; Tremblay, Herron, & Schultz, 1986).  
Repairing Alliance Ruptures in Humanistic/ Experiential Psychotherapy 
Ruptures in experiential therapy are viewed as accurate reflections of what is happening in 
the here-and-now between therapist and client, as opposed to aΝ functionΝ ofΝ clients’Ν pastΝ
relationships. In the early stage of therapy, during which the affective bond between 
participants has not yet fully developed, rupturesΝmayΝstemΝfromΝclients’ΝdifficultyΝturningΝ
inward,Ν clients’Ν feelingΝ unsafeΝ withΝ therapistsΝ orΝ questioningΝ theΝ purposeΝ andΝ valueΝ ofΝ
therapy,ΝasΝwellΝasΝaΝdivergenceΝbetweenΝclients’ΝandΝtherapists’Νexpectations.ΝInΝtheΝmiddle 
stage of therapy ruptures may include task-related difficulties or bond-related difficulties 
(Watson & Greenberg, 2000).  
Elliott and colleagues (2004) (see also Watson & Greenberg, 2000) have proposed a six-step 
rupture resolution model, even though their suggestions are the by-products of an ongoing 
research rather than a full task analytic study: 
1. Acknowledgment, validation and empathic responsiveness to clients concerns 
2. Exploration of the difficulty and inquiry on the contribution of each participant to the 
interaction 
3. Acknowledgment of therapist contribution to the event and examination of the client’sΝ
contribution, with regard to his/ hers previous emotional patterns, past life events and 
relational strategies 
4. SummarizingΝtheΝdifficultyΝcheckingΝtheΝclient’sΝunderstanding 
5. Negotiation of the ways the difficulty can be resolved, including potential changes in the 
way the therapy is conducted 
6. Strengthening of the relationship, deepening of mutual respect, trust, and collaboration                      
(see Elliott et al., 2004, p. 158) 
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InΝlineΝwithΝSafranΝandΝMuran’sΝmodel,ΝElliottΝetΝal.Ν(2004)Νalso emphasise the importance of 
the therapist directly addressing the rupture, accepting responsibility for his/her contribution 
to the interaction, and respondingΝtoΝtheΝclient’sΝconcernsΝnon-defensively. They also both 
stress out the importance of validation and metacommunication (i.e. communicating about 
the communication) about the tasks, techniques, and the therapeutic relationship in the here-
and-now. At the same time, the process-experiential resolution model seems to pay more 
attention on the significance of immediacy, as well as on the implementation of task 
interventionsΝaroundΝclients’ΝfearsΝandΝconcerns (see Watson & Greenberg, 2000). The steps 
involved in the humanistic rupture-resolutionΝ modelΝ echoΝ Bordin’sΝ (1979)Ν claim on the 
contribution of both therapist and client in the formation of a strong working alliance. They 
are also consistent with literature on therapist personality and preferred theoretical 
orientation, according to which, humanistic therapists score higher than their psychoanalytic 
and cognitive-behavioural counterparts on the domains of openness to experience, feeling 
and action, self-acceptance, self-actualisation and spontaneity. They therefore consider the 
therapeutic relationship as the main vehicle to change, privilege empathy and genuineness, 
demonstrate receptivity to client feedback, and encourage spontaneous expression of feeling 
and behaviour, whilst they also appear more flexible and willing to employ new and novel 
activities, in order to best meet clients’ΝneedsΝ(Boswell et al., 2009; Scandell et al., 1997; 
Tremblay et al., 1986).  
Repairing Alliance Ruptures in Cognitive-Behavioural Therapy 
Ruptures in cognitive-behavioural therapy are thought to arise from unvoiced disagreements 
on the tasks and goals (clients’Ν avoidanceΝ ofΝ tasksΝ orΝ unresponsivenessΝ toΝ therapists’Ν
interventions) of therapy. Cognitive therapists were traditionally advised to address such 
negativeΝ reactionsΝ directlyΝ byΝ correctingΝ clients’Ν distortedΝ thoughtsΝ (BeckΝ etΝ al.,Ν 1979).Ν
However,ΝcontemporaryΝfindingsΝsuggestΝthatΝrupturesΝcanΝbeΝexacerbatedΝfromΝtherapists’Ν
persistence with the application of technique, as opposed to focusingΝonΝclients’Νconcerns, 
leading to negative complementary interactions (Aspland et al., 2008; Castonguay et al., 
1996).  
Aspland and colleagues (2008) employed task-analysis in two good outcome cases treated 
with CBT for depression. The proposed rupture resolution model consisted of six stages: 
1. Therapist’s internal review of pattern/ problem 
2. Change of approach in order to address empathic failure by attending to the client’sΝ
experience through summarising, exploring and validating 
3. Restoration of the collaborative relationship by empoweringΝ client’sΝ participation, 
affirmingΝclient’sΝcontribution,ΝandΝseekingΝclient’sΝfeedback 
  
56 
 
4. Linking pattern of interaction with formulation of client’s problems 
5. Revising approach accordingly  
6. Negotiation of new/revised task 
                                              (see Aspland et al., 2008, p.707)   
InΝ AsplandΝ etΝ al.’sΝ model,Ν resolutionΝ occurredΝ whenΝ therapistsΝ shiftedΝ theirΝ focusΝ fromΝ
therapeuticΝ tasks,Ν inΝ orderΝ toΝ attendΝ toΝ theΝ client’sΝ experience.Ν InΝ lineΝwithΝ other rupture-
resolution models, emphasis was also given on collaboration and negotiation. What is 
striking, however, is that the rupture resolution model did not include any overt recognition 
or exploration of the rupture itself. The processes of rupture recognition, linking interaction 
patternΝtoΝclient’sΝformulation,ΝandΝrevisingΝtheΝtherapeuticΝapproachΝtoΝbetterΝmeetΝclient’sΝ
feedback and needs appeared to have occurred covertly and silently, as supposed to directly 
voiced and collaboratively explored. The authors commented that their findings may be 
attributed to the prevalence of withdrawal, as opposed to confrontation ruptures (Aspland et 
al., 2008; Safran et al.; 2011). These findings are consistent with existing literature indicating 
that cognitive-behavioural therapists tend to report fewer ruptures and more positive therapy 
reports than therapists in other treatment conditions (Raue et al., 1993, 1997; Safran et al., 
2009; Watson & McMullen, 2005). They can be also interpreted in light of research on 
therapists’ΝpersonalityΝ traits,ΝasΝ reflectedΝuponΝ theirΝ theoreticalΝorientation and therapeutic 
focus. Several studies have demonstrated that cognitive-behavioural therapists are inclined 
towards rationality, empiricism and objectivity. They give precedence to thoughts over 
feelings, action over insight, and are more practical than intuitive. They therefore appear to 
exhibit limited flexibility, lower awareness of feeling reactivity, less acceptance for client 
aggressive feelings and lower capacity for intimate contact (Arthur, 2001; Keinan, Almagor, 
& Ben-Borath, 1989; Tremblay et al., 1986). It could therefore be argued that in the face of 
therapeutic ruptures, which are usually emotionally charged, cognitive-behavioural therapists 
are less awareΝofΝand/ΝorΝlessΝwillingΝtoΝacceptΝandΝdiscussΝtheirΝownΝandΝtheirΝclients’ΝfeelingsΝ
via immediacy, and are more interested in adopting a pragmatic solution by revising their 
approach without necessarily processing the rupture in a relational and collaborative manner 
(Boswell et al., 2009; Elliott et al., 2004; Goldfried et al., 1997, 1998).  
Cash, Hardy, Kellett and Parry (2014) have recently conducted task-analysis of two good 
outcomeΝcasesΝwithΝborderlineΝpersonalityΝdisorder,ΝinΝanΝattemptΝtoΝreplicateΝAsplandΝetΝal.’sΝ
(2008) CBT rupture resolution model for depression. They came up with a new model 
consisting of six stages: 
1. Explicit or internal acknowledgment of an interpersonal rupture outside of therapy 
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2. AcknowledgmentΝ ofΝ client’sΝ feelings,Ν problemsΝ orΝ patterns, taking place within or 
outside therapy that trouble the client and impede progress 
3. Change of approach by shifting focus from the implementation of techniques to 
explorationΝofΝclient’sΝinterpersonalΝpatternsΝof interaction with regard to the therapeutic 
alliance, past and present relationships 
4. MakingΝlinksΝpertinentΝtoΝclient’sΝformulation through clarification and summarizing 
5. Restoration of the therapeutic alliance byΝ encouragingΝ client’sΝ active participation, 
affirmingΝclient’sΝcontribution,Νemphasizing responsibility of the client’sΝroleΝinΝtherapyΝ
and empowering the client 
6. Negotiation of the task leading to mutual collaboration in the pursuit of the task or to a 
revision of the therapeutic approach, payingΝattentionΝtoΝtheΝclient’s activated schema 
(see Cash et al., 2014, p. 142) 
CashΝetΝal.’sΝ(2014)ΝruptureΝresolutionΝmodel sharesΝmanyΝsimilaritiesΝwithΝAsplandΝetΝal.’sΝ
model (2008). In line with Aspland et al., the current model did not include an explicit 
acknowledgment of alliance ruptures, and therefore the hypothesis for the therapist taking 
responsibility for his/ her contribution to the interaction (Safran et al., 2011) was not 
validated. These common findings support the claim that cognitive-behavioural therapists 
appear more likely to directly address relational problems only when they interfere with the 
therapeutic process (Hill & Knox, 2009) privileging collaboration and agreeableness, rather 
than openness to feelings and interpersonal intimacy (Arthur, 2001; Boswell et al., 2009; 
Keinan et al., 1989; Scandell et al., 1997). In contrast to Aspland et al. (2008), the current 
model involved the therapists acknowledging their own limitations, taking a reflective stance, 
and engaging in emotional self-disclosure. A focus on the affective experience may be of 
particular importance in the resolution of ruptures with borderline personality clients who 
experience significant emotional shifts and affective instability.  
Task analytic studies are a promising approach in the investigation of rupture resolution, as 
they allow researchers to combine theory with discovery-oriented approaches within single 
studies (Hill & Knox, 2009). Furthermore, they have provided us with great insight with 
respect to specific steps leading to successful rupture resolution that are of direct relevance 
to clinical practice and can be also implemented for training purposes. A great disadvantage 
of task analytic paradigm is that it is very time consuming, whilst there is often a lack of 
available measures at hand, in order to assess the specific behaviours involved in each step 
(HillΝ&ΝKnox,Ν2009).Ν InΝaddition,Ν itΝdoesΝnotΝprovideΝusΝwithΝanyΝ insightΝonΝparticipants’Ν
internal processes during rupture resolution events (Cash et al., 2014). It is also important to 
keep in mind that particular rupture-resolutionΝ modelsΝ unavoidablyΝ reflectΝ theΝ authors’Ν
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theoretical orientation. It could therefore be argued that rupture resolution strategies and 
techniquesΝidentifiedΝbyΝdifferentΝmodelsΝmayΝreflectΝtheΝresearchers’ΝasΝopposedΝtoΝclients’Ν
preferences (Eubanks-Carter et al., 2010), and cannot be easily generalised from one 
therapeutic modality to  another (Bennett et al., 2006). Lastly, it is difficult to judge whether 
the findings of each investigation would take the same form with other therapeutic dyads, 
without further replication (Aspland et al., 2008; Bennett et al., 2006). 
Randomised Controlled Trials 
Acknowledging the adverse impact of unresolved alliance ruptures on psychotherapy process 
and impact, several researchers have adopted the RCT research paradigm, in an attempt to 
investigate whether the integration of rupture resolution techniques may enhance the efficacy 
and effectiveness of particular treatments (Eubanks-Carter et al., 2010). In fact, a recent meta-
analysis of eight studies investigated the impact of rupture resolution training or supervision 
on client outcome and revealed small but statistically significant improvements for clients of 
therapists who had undertaken such training or supervision (Safran et al., 2011).  
Alarmed by the fact that therapists tended to respond with defensiveness and counterhostility 
toΝclients’Νhostility,ΝHenryΝandΝcolleaguesΝ(1993)ΝtestedΝaΝmanualisedΝtime-limited dynamic 
therapyΝ aimingΝ atΝ theΝ managementΝ ofΝ therapists’Ν negativeΝ relationalΝ processesΝ inΝ theΝ
therapeuticΝrelationship.ΝContraryΝtoΝtheΝresearchers’Νhypothesis,ΝtrainingΝtherapistsΝtoΝresolveΝ
alliance ruptures seemed to lead to rigid adherence to manuals interfering with some 
therapists’ΝnormallyΝsupportiveΝstyle.ΝThisΝfindingΝwasΝalsoΝsupportedΝbyΝsubsequentΝresearchΝ
findingsΝ indicatingΝ thatΝ therapists’Ν attemptsΝ toΝ resolveΝ allianceΝ strainsΝ throughΝ increasingΝ
adherence to their preferred model led to poor outcome and premature termination 
(Castonguay et al., 1996; Piper et al., 1999). Similarly, Crits-Cristoph and colleagues (2006) 
tested the effectiveness of alliance-fostering therapy (a combination of interpersonal 
psychodynamic interventions and alliance enhancing techniques) for patients with major 
depressive disorder. They did find support for moderate to large increases in the alliance from 
pre- to post-training, albeit these effects did not reach statistical significance. The training 
also led to small improvements in depressive symptomatology and large improvements in the 
quality of life.  These results were not, however, consistent across therapists suggesting that 
the relational elements of the therapeutic alliance cannot be easily manualised and that certain 
alliance skills are not easily mastered by all therapists, whilst clients may have the capacity 
toΝseeΝtheΝ‘innerΝperson’ΝofΝtheΝtherapistΝbehindΝtheΝskilful implementation of techniques (see 
also Binder & Henry, 2010). 
In contrast to the previous two studies, Safran and colleagues (2014) preliminary findings 
from a research programme investigating the impact of alliance-focused training (AFT) on 
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the management of negative interpersonal processes appear much more promising. 
Specifically, therapists who undertook AFT supervision, after having received CBT 
supervision, exhibited less evidence of negative interpersonal processes, and higher capacity 
for experiential reflection, that seems to be associated with higher rupture resolution 
(Kazariants, 2012). Furthermore, Bambling and colleagues (Bambling, King, Raue, 
Schweitzer, & Lambert, 2006) also found that depressed clients treated by therapists who had 
undergone alliance-focused supervision (skill-focused or process-focused) yielded 
significantly better outcomes. The equivocal results for the effectiveness of alliance training 
and supervision on treatment outcome can be attributed to a number of factors, such as 
therapists’,Νclients’,Νsupervisors’ΝandΝtrainers’ΝvariabilityΝ(Crits-Cristoph et al., 2006). It is 
therefore important for researchers to control for such variables when conducting RCTs 
(Safran et al., 2011, 2014).  
Safran, Muran, Samstag and Winston (2005) conducted an RCT comparing Brief Relational 
Therapy (BRT), Cognitive-Behavioural Therapy (CBT) and Short-Term Dynamic Therapy 
(STDT) for patients with Cluster C personality disorders and personality disorders not 
otherwise specified. Even though the three therapies were equally effective, BRT was more 
successful with respect to client retention. This finding was replicated in a subsequent study 
whereΝfiveΝclientsΝidentifiedΝasΝ‘treatmentΝfailures’ΝwereΝreassignedΝtoΝBRTΝachievingΝgoodΝ
outcome, with only one dropping out of treatment (Muran et al., 2009).  
Two other studies (Castonguay et al., 2004; Constantino et al., 2008) have conducted RCTs 
investigating the effectiveness of standard Cognitive Therapy (CT) versus Integrative 
Cognitive Therapy (ICT), an approach that integrates rupture resolution strategies, derived 
fromΝhumanisticΝandΝ interpersonalΝ therapiesΝ intoΝcognitiveΝ therapy.Ν InΝCastonguayΝetΝal.’s 
(2004) study, clients in ICT reported greater symptom improvement than a waiting list 
condition, and compared favourably to previous findings for CT. 
Additionally, inΝConstantinoΝetΝal.’sΝ(2008)Νstudy,ΝwhenΝcomparedΝwithΝstandardΝCT,ΝICTΝ
yielded greater client improvement on depressive and global symptoms, greater client-rated 
alliances and therapist empathy, and a trend toward greater retention. Lastly, a study 
comparing an integrative CBT package with a standard CBT approach for the treatment of 
Generalised Anxiety Disorder (GAD) found that the integrative treatment was superior in the 
decrease of GAD symptoms, accompanied by a significant improvement in interpersonal 
symptoms (Newman, Castonguay, Borkovec, Fisher, & Nordberg, 2008).  
ItΝseemsΝnoteworthyΝtoΝmentionΝthatΝSafranΝetΝal.’sΝ(2011)Νmeta-analysis that included the 
aforementioned studies revealed that the briefer, cognitive-behavioural therapies mainly 
targeting Axis I disorders yielded more client improvement, when compared with the longer, 
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dynamic and relational therapies targeting Axis II disorders or interpersonal problems. This 
finding suggests that client, disorder, and treatment type variability may arguably play a 
significant role in the effectiveness of alliance-focused training and supervision. 
Randomised-ControlledΝ TrialsΝ (RCTs)Ν haveΝ beenΝ traditionallyΝ consideredΝ asΝ theΝ ‘goldΝ
standard’Ν forΝ clinicalΝ researchΝ demonstratingΝ causalΝ effectsΝ betweenΝ interventions and 
outcome, and thus presumably enhancing evidence-based practice (Cooper, 2011). On the 
other hand, they also have substantial weaknesses. Clients with complicated and multiple 
diagnosis, and/ or comorbid personality disorders are often screened out of research protocols 
rendering participant samples not representative of the client population encountered in 
outpatient setting, and restricting the generalisability of findings (Safran et al, 2009). 
Therapists are more likely to encounter problems and ruptures in the alliance when working 
with personality disordered clients. However, if such clients are excluded from RCTs, then 
the findings of RCT studies are of questionable and eschewed value (Safran et al, 2009). 
Furthermore, whilst RCTs undoubtedly demonstrate the effectiveness of certain alliance 
interventions and techniques, they tell us little about the ways and the context within which 
these are implemented. They therefore do not shed any light onto the processes through which 
the negotiation of alliance ruptures operates and contributes to successful treatment outcome 
(Hill & Knox, 2009).   
Qualitative Studies  
Whilst the majority of quantitative studies attempt to explore rupture and resolution processes 
at a more global, macroscopic level looking at the development of the alliance over the course 
of treatment, qualitative studies attempt to explore ruptures and repairs at a more molecular, 
microscopic level (Coutinho et al., 2011), adopting a bottom-up, rather than a top-down 
approach (Hill, 2010).   
Despite the high prevalence of ruptures, as well as the fact that unresolved ruptures can 
adversely affect therapy process and outcome leading to premature and unilateral termination 
(Samstag et al., 1998), findings from qualitative studies suggest that both therapists and 
clients seem to leave things unsaid, whereas even experienced therapists often appear unable 
to identify and address ruptures in the therapeutic alliance (Hill et al., 1996; Regan & Hill, 
1992). Rennie (1994) conducted grounded theory analysis of 14 psychotherapy client 
interviews and concluded that while clients often had negative reactions toward their 
therapists, they presented themselves in a deferential way. Specifically, clients frequently 
reported concerns about the therapist’sΝ approach,Ν aΝ senseΝ ofΝ pressureΝ toΝmeetΝ therapist’sΝ
expectations, as well as attempts of metacommunication. Nevertheless, they did not explicitly 
address their difficulties and exhibited deference resulting from a fear of criticising and 
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threatening the self-esteemΝ ofΝ theΝ therapist,Ν anΝ understandingΝ ofΝ theΝ therapist’sΝ frameΝ ofΝ
reference,ΝanΝacceptanceΝofΝtheΝtherapist’sΝlimitations,ΝasΝwellΝasΝaΝsenseΝofΝindebtednessΝtoΝ
the therapist. Similarly, Hill, Thompson, Cogar andΝDenmanΝ(1993)ΝstudiedΝbothΝtherapists’Ν
andΝ clients’Ν ownΝ andΝ awarenessΝ ofΝ eachΝ other’sΝ covertΝ processes,Ν andΝ foundΝ thatΝ 65%ΝofΝ
clients left something unsaid, mainly due to avoidance while 46% of clients kept secrets, 
mainly due to feelings of shame or embarrassment. However, only 27% of therapists were 
ableΝtoΝguessΝclients’ΝnonΝdisclosures,ΝsuggestingΝthatΝclientsΝareΝprettyΝgoodΝatΝhidingΝtheirΝ
negative feelings, thoughts and reactions, and therapists are not that adept at inferring what 
clients withhold.   
MoreΝimportantly,ΝwhenΝtherapistsΝareΝawareΝofΝclients’ΝnegativeΝfeelings,ΝoutcomesΝseemΝtoΝ
be even worse (Hill, Thompson & Corbett, 1992, Regan & Hill, 1992), especially with clients 
who express hostile, as opposed to unasserted, anger (Dalenberg, 2004; Hill et al., 2003). 
Research suggests that therapists tend to respond defensively and adhere rigidly to their 
treatmentΝmodel,ΝwhenΝfacedΝwithΝclients’ΝnegativeΝreactionsΝresultingΝtoΝheightenedΝpowerΝ
struggles (Safran et al., 2002).  For example it has been suggested that adherence to cognitive 
theory and techniques (Castonguay, Goldfried, Wiser, Raue, & Hayes, 1996) or increased 
transference interpretations (Piper, Azim, Joyce, & McCallum, 1991), in order to address 
problems in the therapeutic alliance, appear to further exacerbate alliance strains negatively 
impacting therapeutic process, change and outcome. By contrast, interpretations that are 
directlyΝ focusedΝonΝ theΝclient’sΝdefences, guilt and problematic feelings in relation to the 
therapist seem to be associated with better alliances and outcome (Foreman & Marmar, 1985). 
In an attempt to further illuminate the processes involved in the resolution of 
misunderstanding events, Rhodes, Hill, Thompson and Elliott (1994) conducted Consensual 
Qualitative Research (CQR; Hill et al., 1997, 2005) of 19 (11 resolved and 8 unresolved) 
cases where therapists and therapists in training felt misunderstood by their own therapists. 
Resolved cases were characterised by a good therapeutic relationship prior to the 
misunderstanding event, as opposed to unresolved cases that were characterised by a rather 
poor prior relationship. Immediately prior to the event, clients in both cases reported being 
engaged in an important therapeutic task, following which the therapist either did something 
that the client did not like or failed to do something that the client wanted or needed. 
Following the event, most clients in the resolved cases immediately asserted their 
dissatisfaction.ΝFollowingΝclients’Νassertion,ΝtherapistsΝinΝ the resolved cases accommodated 
theΝclient’sΝpositionΝbyΝacceptingΝresponsibilityΝforΝtheΝinteraction,ΝapologisingΝandΝmodifyingΝ
the problematic behaviour. Both therapist and client subsequently engaged in a mutual repair 
process that resulted in successful resolution of the event, enhancement of the relationship 
and client growth. On the contrary, in the unresolved cases, when clients asserted their 
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dissatisfaction, therapists maintained their original position and did not accommodate the 
client. The disagreement therefore continued and the event was never resolved. In other cases, 
a few clients hid their negative reactions and did not express their dissatisfaction. Therapists 
thusΝ remainedΝ unawareΝ ofΝ andΝ failedΝ toΝ respondΝ toΝ clients’Ν needsΝ leadingΝ toΝ unilateral 
termination.  
Hill, Nutt-Williams, Heaton, Thompson, and Rhodes (1996) conducted a follow-up study on 
Rhodes et al.’s (1994) study. They interviewed twelve experienced therapists on their 
retrospective recalls of impasses in long-term therapy that ended in therapy termination and 
analysed data using Consensual Qualitative Research (CQR). Impasses were characterised as 
resulting from ongoing disagreements on the tasks and goals of therapy between therapists 
and clients and were charged with negative emotions. Therapists reported that clients often 
appeared to experience negative feelings towards them, such as anger, impatience, contempt, 
horror, confusion, hopelessness, disappointment, abandonment and discouragement. 
Similarly, therapists themselves experienced frustration, disappointment, anger, hurt, 
confusion and a sense of incompetence. Therapists also reported several variables associated 
with the manifestation of impasses, such as severity of client pathology, disagreements over 
therapeutic strategies, therapist mistakes and personal issues, triangulation and transference 
issues, and the overall quality of the therapeutic relationship. Most therapists were taken 
aback,Ν asΝ theyΝwereΝunawareΝofΝ theΝ extentΝ ofΝ theΝ client’sΝ dissatisfaction.ΝTheΝmajorityΝ of 
therapists attempted to explore with clients the problems in the relationship and enable them 
to gain insight into the situation. However, the exploration may have come too late, when 
clients had already decided to terminate therapy. Another strategy employed by therapists 
was to become more active and directive on advising clients on what to do, but it was 
unsuccessful resulting to further deterioration of the alliance and subsequent therapy 
termination.  A striking difference between the two aforementioned studies is that in Hill et 
al.’sΝ(1996)Νstudy,ΝclientsΝneverΝassertedΝtheirΝdissatisfactionΝwithΝtheirΝtherapistΝandΝtherapistsΝ
did not appear aware of their possible mistakes until much later. Furthermore, even though 
therapists did attempt to explore the difficulties in the therapeutic relationship, they did not 
accept responsibility, apologise nor modify their problematic behaviours, but rather insisted 
on the implementation of insight-oriented techniques that further deteriorated the alliance. A 
possible explanation for these differences isΝthatΝclientsΝinΝRhodesΝetΝal.’sΝstudyΝ(1994) were 
therapists and therapists in training themselves, who were arguably more psychologically 
minded and intellectually adept, as well as less disturbed.  
Moltu, Binder and Nielsen (2010) addressed similar issues with Hill et al.’s (1996) study. 
They interviewed 12 highly experienced therapists this time asking them to recall experiences 
of difficult therapy impasses that ended well. They, however, employed a different qualitative 
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methodologyΝ focussingΝ onΝ participants’Ν experiential horizon, in an attempt to further 
illuminateΝ therapists’Ν innerΝ experiencesΝduringΝdifficultΝ impasses.ΝAnalysisΝ revealedΝ threeΝ
mainΝcategories,Ν“helpfulΝsubjectiveΝpresence”,Ν“losingΝhope”,Νand “difficultΝtherapistΝfeelingsΝ
in the here-and-now”.ΝAllΝtherapists expressed an a priori commitment to helpful presence 
characterised by openness, emotional availability and helpfulness balanced with recognition 
ofΝ theΝ client’sΝ separateness.Ν TherapeuticΝ impasses were experienced as temporarily 
threateningΝtherapist’sΝhopeΝandΝtrustΝinΝtheΝprocess,ΝgivingΝriseΝtoΝstrongΝnegativeΝfeelingsΝinΝ
the here-and-now.ΝTheseΝfeelingsΝwereΝthoughtΝtoΝemergeΝasΝaΝresultΝofΝtheΝclient’sΝaggressionΝ
or emotional withdrawal. When clients expressed aggression, therapists initially experienced 
emotional discomfort, which, in the case of extraordinary difficult processes, escalated into 
intense emotional reactivity leading therapists to experience a sense of being trapped and a 
restriction of their autonomy. When clients withdrew from the therapeutic encounter, 
therapists experienced a sense of being left out that progressively gave rise to emotional 
reactivity characterised by helplessness, irritation and self-doubt. Both types of impasses 
were successfully resolved when therapists managed to stay helpfully present, tolerating and 
regulating their difficult feelings, instead of acting them out. These findings highlight the 
importanceΝofΝtherapists’ΝbeingΝawareΝofΝandΝworkingΝthrough their difficult feelings, in order 
to remain helpfully present, as opposed to allowing their personal vulnerabilities (Bachelor 
& Horvath, 1999; Binder, Holgersen, & Nielsen, 2008) and countertransference issues (Gelso 
& Hayes, 2007) to get in the way of therapeutic success.  
InΝ anΝ attemptΝ toΝ captureΝ bothΝ therapists’Ν andΝ clients’Ν experiencesΝ ofΝ confrontationΝ andΝ
withdrawal alliance rupture events, Coutinho, Ribeiro, Hill and Safran (2011) interviewed 
therapeutic dyads and conducted Consensual Qualitative Research (CQR). Therapists and 
clients both agreed that typical precipitants of the rupture event included the therapist doing 
something the client did not like, such as trying a new intervention and encouraging 
exploration of a painful topic. They also agreed that therapists were more adept at handling 
withdrawal, as opposed to confrontation rupture events, as well as on the fact that clients in 
withdrawal ruptures experienced vulnerability, anguish and despair, whereas clients in 
confrontation ruptures mainly experienced anger, disappointment, abandonment and 
rejection. Both therapists and clients also experienced a sense of ambivalence, confusion and 
beingΝlostΝduringΝbothΝevents.ΝDespiteΝtheΝsimilarityΝinΝtherapists’ΝandΝclients’ΝperspectivesΝ
on rupture events, therapeutic pairs substantially differed in their internal experiences during 
the events. Clients reported more feelings related to their role as clients, such as sadness, 
helplessness, confusion and a sense of being criticised. In contrast, therapists reported more 
feelings related to their professional role, such as ambivalence, tension and guilt stemming 
from a sense of incompetence and not knowing what to do. Typical therapist strategies, in 
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order to deal with the rupture event included attendingΝtoΝtheΝclient’sΝimmediateΝexperience,ΝΝ
providingΝreassurance,ΝasΝwellΝasΝpromotingΝclient’sΝcontactΝwithΝwhatΝhe/ΝsheΝwasΝavoidingΝ
and enhancing understanding on his/ her interpersonal patterns. Clients in confrontation 
ruptures often reported that nothing that the therapist did or said helped. They appeared, 
however, more straightforward with regard to their expectation from the therapists, in 
comparison to clients in withdrawal rupture events.  
These findings are consistent with previous studies suggesting that therapists often struggle 
withΝ clients’Ν angerΝ directedΝ atΝ themΝ experiencingΝ annoyance,Ν frustration,Ν anxietyΝ andΝ
incompetence, and responding with avoidance or counter-hostility (Binder & Strupp, 1997; 
Dalenberg, 2004; Hill et al., 2003). In fact, therapists tend to struggle to respond empathically 
and therapeutically to clients who express direct hostility, but appear much more comfortable 
showing concern and encouraging unassertive clients to express their anger. Successful 
resolution of hostile anger events seems to occur when therapists refrain from challenging the 
client,ΝattemptΝtoΝconnectΝwithΝhim/her,ΝtalkΝaboutΝandΝprovideΝanΝexplanationΝforΝtheΝclient’sΝ
behaviour, and attribute anger events to the therapeutic relationship, as opposed to client’sΝ
personality problems.  In addition, successful resolution seems to take place when therapists 
turn negative feelings outward, experiencing annoyance and frustration with the client, as 
opposed to turning negative feelings inward, experiencing anxiety and incompetence. On the 
other hand, resolution of unasserted anger events seems to take place within the context of a 
strong therapeutic relationship, whereby the therapist recognises and directly raises the topic 
of anger, enabling the client to gain insight (Hill et al., 2003).  
Haskayne, Larkin and Hirschfeld (2014) are the only investigators who have explored 
therapeutic ruptures and repairs employing Interpretative Phenomenological Analysis (IPA). 
They specifically explored therapeutic ruptures through parallel accounts of four client-
therapist dyads in long-term psychodynamic therapy. Their analysis resulted in four 
overarchingΝ themes;Ν “negativeΝ emotionsΝ asΝ dangerous”,Ν “theΝ therapeuticΝ discovery”,Ν “theΝ
struggle”Ν andΝ “positiveΝ connection”.Ν Clients’ accounts entailed many descriptions of 
emotions as dangerous, uncontained and frightening leading to an employment of protective 
strategies and defences that had been proven unfulfilling and unsuccessful. The journey of 
the therapeutic endeavour towards discovery was described by both therapists and clients as 
“hard work and a gradual process”, which was at times experienced as painful, exhausting 
andΝ frustrating.Ν TheΝ therapeuticΝ discoveryΝ additionallyΝ entailedΝ aΝ “to and fro” quality, 
characterised by a cyclical,Ν evolvingΝ processΝ thatΝ oscillatedΝ betweenΝ clients’Ν sharingΝ andΝ
hiding difficult feelings. Both therapists and clients narrated struggles in the therapeutic 
relationship characterised by a lack of emotional and physical contact leading to feelings of 
frustrationΝandΝdespair.ΝClientsΝexperiencedΝuneasinessΝandΝaΝsenseΝofΝ“not knowing”ΝresultingΝ
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fromΝ therapists’Ν useΝ ofΝ silenceΝ andΝ lackΝ ofΝ feedback,Ν whereasΝ therapists’Ν senseΝ ofΝ “not 
knowing”ΝwasΝrelatedΝtoΝtheΝsenseΝofΝhavingΝunfinishedΝandΝunaddressedΝbusiness in therapy. 
StrugglesΝwereΝalsoΝcharacterisedΝbyΝ“control and power” issues evident in power imbalances 
overΝ theΝ roleΝ andΝ responsibilitiesΝ ofΝ theΝ dyad’sΝ members.Ν FollowingΝ theΝ survivalΝ ofΝ theΝ
struggle, both therapists and clients appeared to experience a positive connection manifested 
inΝtheΝformΝofΝ“emotional sensitivity”.ΝSpecifically,ΝparticipantsΝdescribedΝbeingΝemotionallyΝ
attuned, working within an optimal pace in therapy, and experiencing intimacy, with the 
therapist being perceived as providing containment, care and understanding. Following the 
struggle,ΝparticipantsΝalsoΝdescribedΝmomentsΝofΝ theΝ therapistΝ“shining a light”ΝonΝclients’Ν
helpful and unhelpful patterns of relating as re-enacted within the therapeutic relationship. 
These moments were perceived as emotionally demanding, but also as extremely helpful in 
enhancingΝclients’ΝacknowledgmentΝandΝunderstandingΝofΝdifficultΝfeelings.ΝTheseΝfindingsΝ
provide support for the process of repairing alliance ruptures as a mechanism for therapeutic 
change leading into tolerance and expression of emotional experiences, as well as to 
modification of maladaptive ways of relating.  
Qualitative studies of therapeutic ruptures and repairs have the distinct advantage of tapping 
intoΝparticipants’ΝinnerΝexperiencesΝduringΝrelationshipΝprocessingΝeventsΝthatΝareΝusuallyΝnotΝ
assessed in other research methodologies (Hill & Knox, 2009). They are not however without 
certain limitations. The low return rates and small sample sizes, in combination with the 
purposive,Ν andΝ atΝ timesΝ homogenous,Ν selectionΝ ofΝ participantsΝ restrictΝ studies’Ν
representativeness and decrease the generalisability of findings (Hill et al., 1996; Rhodes et 
al., 1994). Another limitation is that most, but not all, studies only examine either the 
therapist’sΝorΝtheΝclient’sΝperspective,ΝnotΝthusΝtellingΝtheΝwholeΝstoryΝ(CoutinhoΝetΝal.,Ν2011;Ν
Haskayne et al., 2014). Furthermore, the use of retrospective recall of events restricts findings 
to what participants are, consciously or unconsciously, willing and able to disclose (Coutinho 
etΝ al.,Ν 2011;ΝHillΝ etΝ al.,Ν 1996).Ν Lastly,Ν findingsΝ areΝ alwaysΝ subjectΝ toΝ researchers’Ν bias,Ν aΝ
phenomenon that is eliminated in studies where assessments of independent judges/ observers 
are used (Coutinho et al., 2011; Hill & Knox, 2009).  
Factors Impacting Ruptures and Resolution 
Combining together the conclusions from the aforementioned theory and research findings, 
it becomes evident that alliance ruptures constitute a common psychotherapy phenomenon 
across treatment types that may facilitate or endanger the therapeutic alliance and outcome, 
depending on whether they are successfully or unsuccessfully resolved. In fact, the process 
of repairing alliance ruptures is considered by many researchers as a mechanism of change in 
itself that can directly affect treatment process and outcome (Coutinho et al., 2009). Whilst 
  
66 
 
the processing of ruptures is addressed across all schools of psychotherapy, approaches do 
vary in the extent to which they acknowledge the centrality of relational work for therapeutic 
change,Ν asΝwellΝ asΝ therapists’Ν contributionΝ toΝ relationshipΝdynamicsΝ (HillΝ&ΝKnox,Ν2009).Ν
Research confirms that client, therapist, and interactive factors, all contribute significantly to 
the therapeutic alliance and outcome (Barber, 2009; Barber & Gallop, 2008; Baldwin, 
Wampold & Imel, 2007), in general, and the manifestation and resolution of ruptures (Hill & 
Knox, 2009; Safran et al., 2011), in particular. However, knowledge about which particular 
therapist and client characteristics are related to alliance building and development is 
currently limited (Barber, 2009; Nissen-Lie,ΝHavik,ΝHøglend,ΝRønnestad, & Monsen, 2015). 
The section below therefore summarizes empirical evidence therapist, client, interactive and 
in treatment factors that have been found to affect the process of repairing alliance ruptures. 
Therapist Factors 
Therapists’ΝfailureΝtoΝsuccessfully manage their countertransference (Benjamin & Critchfield, 
2010;ΝHillΝetΝal.,Ν1996;ΝMoltuΝetΝal.,Ν2010),ΝasΝwellΝasΝtherapists’ΝunresolvedΝconflictsΝ(HillΝetΝ
al., 1996; Rosenberg & Hayes, 2002) and self-directed hostility (Henry et al., 1993; Nissen-
Lie et al., 2015) have been all found to negatively impact the alliance leading to counter-
therapeutic interactions. ItΝhasΝalsoΝbeenΝproposedΝthatΝtherapists’ΝtheoreticalΝorientation may 
influence the type of alliance ruptures, as well as the kind of resolution processes that are 
most effective (Aspland et al., 2006; Eubanks-Carter et al., 2010). Therapists’ΝpersonalityΝ
attributes, such as rigidity, inflexibility, uncertainty, hostility, defensiveness, in combination 
with the exhibiting of tension, tiredness, boredom, distraction and lack of support have been 
also found to impede the development of a good alliance, as well as to diminish the quality 
of an established alliance (Ackerman & Hilsenroth, 2001; Messer & Wolitzky, 2010). On the 
other hand, therapists’Ν personalΝ attributes,Ν suchΝ asΝ flexibility,Ν honesty,Ν respect,Ν
trustworthiness, competence, expertness, confidence, warmth, empathy, openness, honesty 
(Ackerman & Hilsenroth, 2003), as well as appropriate body language, appropriate use of 
verbal and nonverbal prompts, and self-disclosure (Bedi, Davis, & Arvay, 2005) have been 
found to positively associate with the development and maintenance of the therapeutic 
alliance.ΝTherapists’ΝtechniquesΝthatΝmayΝnegativelyΝimpactΝtheΝallianceΝproducingΝrupturesΝ
include inflexible adherence to cognitive techniques (Castonguay et al., 1996) or transference 
interpretations (Piper et al., 1999), inability to maintain focus on the emotional impact of 
interpersonal problems (Ackerman & Hilsenroth, 2001), engagement in client’sΝmaladaptiveΝ
interpersonal styles (Safran & Muran, 2000), blaming and manifesting hostility toward the 
client (Dalenberg, 2004; Hill et al, 2003), unresponsiveness (Sharpless, Muran, & Barber, 
2010), as well as a lack of attentiveness to the therapeutic relationship (Hill et al., 1996; 
Rhodes et al., 1994). On the other hand, therapist positive techniques that may lead to an 
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enhanced alliance and contribute to rupture resolution include acknowledging relationship 
problems, awareness of own reactions to clients, encouraging clients to explore feelings, 
demonstrating empathy and promoting connection, disembedding from maladaptive 
interpersonal interactions, apologizing and taking responsibility for own contribution to 
problematic interactions, changing offensive behaviours, using transference and relational 
interpretations appropriately, using immediacy, meta-communication, mindfulness, and 
maintaining a reflective stance (Ackerman & Hilsenroth, 2003; Hill & Knox, 2009; Safran & 
Muran, 2000).  
Client Factors 
Clients’ΝpositiveΝexpectationsΝforΝimprovement,ΝasΝwellΝasΝgoodΝinterpersonalΝfunctioning,ΝinΝ
terms of positive past and present relationships, have been found to positively associate with 
both the therapeutic alliance and outcome (Messer & Wolitzky, 2010; Sharpless et al., 2010). 
On the other hand, hostility (Benjamin & Critchfield, 2010; Hill et al., 2003; Safran & Muran, 
2002), defensiveness (Kasper, Hill, & Kivlighan, 2008), higher levels of interpersonal 
problemsΝ (Hersoug,Ν Høglend,Ν Havik,Ν vonΝ derΝ Lippe, & Monsen, 2009), and substantial 
psychopathology or personality disorders (Hill et al., 1996, 2003; Safran et al., 2009) are 
associated with poor alliances and manifestation of ruptures. Findings regarding the relation 
between pre-therapy symptom severity and the quality of the alliance have provided are 
somehow mixed (Horvath & Bedi, 2002; Kuutmann & Hilsenroth, 2012). Some studies 
suggest that severely disturbed clients tend to form weaker alliances, while others have found 
no such difference (Messer & Wolitzky, 2010; Sharpless et al., 2010). Furthermore, there 
seemsΝtoΝbeΝanΝinteractionΝamongΝtherapist’sΝlevelΝofΝexperienceΝandΝrelationalΝstance,Νclient’sΝ
level of impairment and the quality of the therapeutic alliance (Horvath & Bedi, 2002; 
Kuutmann & Hilsenroth, 2012). Similarly, clients with secure attachment styles appear more 
likely to form positive alliances, as opposed to clients with insecure attachment styles (Eames 
& Roth, 2000; Mallinckrodt, Gantt, & Cobble, 1995; Watson & Kalogerakos, 2010). At the 
level of personality traits, factors such as openness, agreeableness and extraversion, as 
opposed to control, avoidance and self-directed hostility, are positively associated with the 
alliance (Benjamin & Critchfield, 2010; Diener, Hilsenroth, & Weinberger, 2009).  Lastly, 
clients’Ν positiveΝ contributionsΝ toΝ theΝ allianceΝ inΝ theΝ faceΝ ofΝ rupturesΝ consistΝ ofΝ assertingΝ
negative reactions, exploring feelings about the relationship, accepting therapist apology and 
attempting to understand his perspective, as well as understanding underlying wishes and 
needs as reflected in the therapeutic relationship (Hill & Knox, 2009). 
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Interactive Factors 
Therapist and client positive or negative complementarity seems to be associated with the 
quality of the alliance, as friendly and autonomy-enhancing interactions, as opposed to 
negative, hostile, controlling or competing interactions, appear to yield more positive 
alliances (Binder & Henry, 2010; Safran & Muran, 2000). AlongΝ theseΝ lines,Ν therapists’Ν
personality and epistemic traits, as reflected in their chosen therapeutic orientation and 
preferredΝwaysΝofΝpractice,ΝareΝalsoΝthoughtΝtoΝinteractΝwithΝclients’ΝcharacteristicsΝsuggestingΝ
that a degree of fit between therapists’ and clients’ personality characteristics, values, beliefs 
and worldviews may potentially enhance the therapeutic process and client outcome 
satisfaction (Arthur, 2001; Boswell et al. 2009; Tremblay et al., 1986). In addition, active 
collaboration and cooperation between therapist and client is positively associated with the 
therapeutic alliance and outcome (Horvath & Bedi, 2002), while a breakdown in collaboration 
may lead to the manifestation of ruptures (Safran & Muran, 2006). Transference and 
countertransference dynamics are also thought to influenceΝtheΝqualityΝofΝtheΝalliance.ΝClients’Ν
strongΝ distortionsΝ ofΝ theΝ therapeuticΝ process,Ν inΝ combinationΝ withΝ therapists’Ν personalΝ
reactions to the client may interfere with the alliance (Messer & Wolitsky, 2010; Sharpless et 
al., 2010), and contribute to the manifestation of therapeutic ruptures (Ellman, 2007). In 
contrast, a strong therapeutic relationship seems to limit the manifestation of ruptures, as well 
as to facilitate rupture resolution (Coutinho et al, 2011; Hill et al., 1996, 2003; Rhodes et al., 
1994).  
Research Aims 
Taking into account the distinct role of the therapeutic relationship in the discipline of 
Counselling Psychology the present research project aims to shed light onto counselling 
psychologists’Ν subjectiveΝ experiences,Ν meaningΝ making processes and interpretations of 
ruptures, the unique ways therapists employ in order to manage and overcome them, as well 
asΝtherapists’ΝexperiencesΝofΝtheΝsuccessfulΝorΝunsuccessfulΝruptureΝresolutionΝprocesses,ΝasΝ
reflected upon the therapeutic alliance, process and outcome. Particularly within the 
‘reflectiveΝ practitioner’Ν paradigmΝ (Schön,Ν 1983), notions of therapist reflexivity and 
relationship dynamics gain paramount importance. It is therefore maintained that the ability 
to reflect upon and successfully manage ruptures in the therapeutic alliance may enhance 
counsellingΝ psychologists’Ν skillsΝ andΝ efficacy,Ν optimiseΝ treatmentΝ outcomeΝ andΝ safeguardΝ
clients’Νwell-being.  
Research Questions 
Taking into account the context of the reviewed literature, as well as the proposed research 
aims, the research questions are therefore formulated as follows: 
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1) How do counselling psychologists experience and make sense (cognitively, emotionally, 
interpersonally) of ruptures in the therapeutic alliance? 
2) In what ways do counselling psychologists and clients contribute to rupture 
manifestation and resolution? 
3) What ways do counselling psychologists employ in order to process and manage ruptures 
within the therapeutic alliance? 
4) How do counselling psychologists experience the impact (positive or negative) of 
ruptures upon psychotherapy relationship, process and outcome? 
Rationale for Adopting a Qualitative Research Approach 
Although qualitative methodologies have historically shaped counselling and psychotherapy 
theory and practice, they have gradually fallen out of favour in the field of psychology in 
general, and counselling and psychotherapy in particular, leaving their place to positivist and 
post-positivist research paradigms that favour measurable data and objectivity, as opposed to 
process, self-reflection, and subjectivity (Ponterotto et al., 2010). However, there have been 
recent attempts toward integration and pluralism, reflected in the emergence of a 
constructivist/ interpretivist epistemological paradigm in the field of counselling psychology 
and evident in the increasing implementation of qualitative and mixed methodologies 
(Hanson, Creswell, Plano Clark, Petska, & Creswell, 2005; Ponterotto, 2005).  
Within the context of the paradigmatic and methodological shift in the field of counselling 
psychology, the present research project chooses to embrace a qualitative method of inquiry 
in order to investigate a complex and dynamic therapeutic phenomenon with tremendous 
clinical significance and implications. Qualitative methodologies are particularly compatible 
with the humanistic ethos and values of counselling psychology, as they place emphasis on 
participants’Ν cognitiveΝ andΝ emotiveΝ aspectsΝ ofΝ experience,Ν whilstΝ takingΝ intoΝ accountΝ theΝ
social context within which the process of meaning-making is co-constructed and expressed 
(HCPC, 2015; McLeod, 2003; Ponterotto et al., 2010).  
Up to date, there is an abundance of quantitative studies that have established an unequivocal 
relationship between a positive therapeutic alliance and successful treatment outcome 
(Horvath & Bedi, 2002; Horvath et al., 2011; Horvath & Symonds, 1991; Martin et al., 2000). 
There is also a substantial amount of research that has demonstrated that ruptures in the 
therapeutic alliance constitute a common phenomenon (Safran et al., 2011) which, if managed 
successfully, is associated with greater treatment gains (Gumz, et al., 2012; Kivlighan & 
Shaughnessy, 2000; Stiles et al., 2004; Strauss et al., 2006). Task-analytic studies have 
substantially enhanced our understanding on the steps involved in successful rupture 
resolution (Agnew et al., 1994; Aspland et al., 2008; Cash et al., 2014; Safran et al., 2011), 
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and randomised controlled trials have demonstrated the superiority of integrative 
psychological therapies that focus on alliance building and development, over standard 
treatments (Castonguay et al., 2004; Constantino et al., 2008; Safran et al., 2014).  
What seems, however, to be lacking substantially from current research on therapeutic 
rupturesΝandΝrepairsΝareΝqualitativeΝstudies,ΝcapableΝofΝ illuminatingΝtherapists’ΝandΝclients’Ν
inner experiences, and meaning-making processes of therapeutic ruptures and repairs, as well 
as processes underpinning rupture resolution. The answers to the aforementioned issues hold 
particular clinical implications, as they can enhance clinical practice and advance 
psychological knowledge on counselling and psychotherapy processes and outcomes by 
generating rich descriptions of both individual subjective experiences and local, socio-
cultural contexts (Nelson & Quintana, 2005). We do know that a good alliance and successful 
rupture resolution are indeed associated with successful treatment outcome, but we have yet 
to discover how, in what ways, and under which circumstances the negotiation of ruptures 
operates as a mechanism of change, and is linked to psychotherapy process and outcome 
(Castonguay et al., 2006; Coutinho et al., 2009; Gumz, et al., 2012; Hill & Knox, 2009). 
Qualitative methodologies can therefore effectivelyΝsupplementΝandΝaddΝ‘depth’ to existing 
quantitativeΝfindingsΝbyΝexploringΝandΝilluminatingΝtherapists’ΝsubjectiveΝexperiences,Νwhilst 
taking into account the dynamic interplay between contextual and individual processes.  
In employing a qualitative methodology, the present research therefore aims to respond to the 
identified demand for phenomenological studies that can shed light onto specific factors and 
mechanisms of change within the therapeutic relationship, and the ways that these are linked 
with treatment outcome (see Castonguay et al., 2006; Gumz, et al., 2012; Hill & Knox, 2009; 
Horvath, 2006). Qualitative analysis of recalled events is particularly recommended in the 
context of research on ruptures and resolutions, as it allows for phenomenological exploration 
ofΝparticipants’Ν innerΝexperiences,ΝduringΝ relationshipΝprocessingΝevents,ΝwhichΝcannotΝbeΝ
captured by quantitative methodologies or through observation of session tapes (see Hill & 
Knox, 2009). It can thus contribute to the clarification of the ways the therapeutic alliance 
play a central role in the change process (Safran & Muran, 2006). An exploration of types of 
ruptures and ways of reparation within the therapeutic relationship can also hold significant 
clinical implications for counselling psychologists. It could clarify ways of identifying, 
working through and overcoming ruptures, in order to strengthen the therapeutic relationship, 
increase therapeutic effectiveness and achieve positive outcome. 
Furthermore,Ν asΝ theΝproposedΝ researchΝ studyΝ focusesΝonΝ therapists’Ν internalΝandΝmeaning-
making processes during ruptures and repairs, it may provide useful insight into specific client 
and therapist characteristics that may influence the development of the therapeutic alliance. 
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Given the significant contribution of client and therapist variability in treatment outcome 
(Baldwin et al., 2007; Barber & Gallop, 2008), such insights may hold significant 
implications for clinicalΝandΝ‘reflexive’Νpractice. The proposed research study can therefore 
hold implications for counselling psychology training including the importance of personal 
therapy. Considering the centrality of the therapeutic relationship in the discipline of 
Counselling Psychology, in combination with the identified difficulty of training therapists 
in learning relational skills (see Henry et al., 1993; Crits-Cristoph et al., 2006), it becomes 
crucial for future counselling psychologists to be trained in ways of fostering, maintaining 
and repairing the therapeutic alliance (see Hill et al., 1996; Hill & Knox, 2009). 
Rationale for Adopting Interpretative Phenomenological Analysis 
According to Willig (2013), research questions, choice of methodology and data collection 
techniques are inextricably intertwined and cannot be thought of in isolation. In the present 
study a range of alternative qualitative methods of analysis was given thorough consideration, 
in order to arrive at the choice of the most suitable one that could best answer the postulated 
research questions and capture the type of knowledge the research study wished to produce. 
A methodology that was initially given serious consideration was Consensual Qualitative 
Research (CQR; Hill et al., 1997, 2005). CQR is a very popular method of inquiry in 
Counselling Psychology, especially in the UnitedΝ StatesΝ (Morrow,Ν Castanëda-Sound, & 
Abrams, 2012; Ponterotto et al., 2010). In fact, it has arisen directly from the gulfs of 
Counselling Psychology, in order to thoroughly study the processes underpinning rupture 
resolution. Most qualitative studies on therapeutic ruptures and repairs have indeed employed 
a CQR method of investigation (Hill et al., 2005). CQR was given thorough consideration, as 
itΝisΝespeciallyΝsensitiveΝtoΝcapturingΝparticipants’ΝinnerΝexperiences, and recommended for 
studying covert processes and understudied events. It is also methodologically rigorous, as it 
pays attention on consensus among judges in the interpretation of findings, thus reducing 
researchers’Ν biasesΝ (HillΝ etΝ al.,Ν 2005). Although appealing, CQR was not selected as a 
preferred method of analysis mainly due to practical, as well as epistemological reasons. 
Specifically, CQR is very time-consuming and demanding, as it requires a number of 
researchers to work as a team in order to achieve consensus, and also somewhat lacks in 
methodological clarity (Hill et al., 2005), rendering it less suitable for a PhD thesis conducted 
by a sole researcher. Furthermore, it was assumed that its postpositivist epistemology, in 
terms of emphasis on consensus in the analysis of data, would somehow fail to fully capture 
participants’Νindividual,ΝsubjectiveΝexperiences,ΝasΝwellΝasΝtoΝfullyΝembraceΝtheΝresearcher’sΝ
interpretative role in data gathering and analysis.   
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Grounded theory (Charmaz, 2008) was also considered as an alternative to IPA due to their 
inductivist approach to inquiry, as well as their shared conceptual, methodological and 
analytic similarities. However, whilst grounded theory has its roots in the study of social 
processes and seeks to make general, theoretical claims based on large samples, IPA has 
directly arisen from psychology and seeks to illuminate subjective experiences of a small 
number of people paying attention to both convergences and divergences among participants 
(Smith et al., 2009; Willig, 2013). IPA was deemed as a more appropriate methodology for 
the present research project, as the purpose of the study was to illuminate the quality and 
textureΝ ofΝ therapists’Ν subjectiveΝ experiencesΝ ofΝ rupturesΝ andΝ resolution,Ν asΝ opposed to 
explicate and make general claims about processes underlying rupture and repair episodes 
(see Willig, 2013).  
Discursive methodological approaches, such as Discursive Psychology and Foucauldian 
Discourse Analysis were also considered alongside IPA given their shared emphasis on the 
ways discursive constructions serve as a means to understand the ways individuals experience 
and make sense of their lives (Eatough & Smith, 2008). It would have therefore been 
interesting to employ Discourse Analysis (Potter & Wetherell, 1987), in order to examine the 
way therapists use language and organise their talk rhetorically, when they describe their 
experiences of a rather delicate and challenging clinical phenomenon (i.e. ruptures) that may 
give rise to personal and professional vulnerabilities. However, such a method of analysis 
with a strong commitment to social constructionism could have potentially missed the 
idiographic, subjective experiences and idiosyncratic meaning-making processes (Smith et 
al., 2009) of counselling psychologists trying to make sense of and manage therapeutic 
impasses, and would thus fail to illuminate significant therapeutic processes, relevant to 
clinical practice. 
Following thorough examination of a number of alternative research methodologies, the 
method of IPA was primarily chosen as the most consistent with the epistemological position 
of the research questions. Specifically, IPA is particularly suitable for research questions that 
focusΝ onΝ people’sΝ experiencesΝ andΝ understandings,Ν and are oriented towards exploration, 
processΝ andΝ meaningΝ (SmithΝ et.Ν al.,Ν 2009).Ν ItΝ providesΝ theΝ researcherΝ withΝ anΝ ‘insider’sΝ
perspective’Ν (Conrad,Ν 1987)Ν intoΝ participants’Ν personalΝ world,Ν whilstΝ acknowledgingΝ theΝ
dynamic, interpretative interplay between theΝresearcher’sΝandΝparticipant’sΝsubjectiveΝworld,Ν
in the process of meaning making (Smith & Eatough, 2006; Smith & Osborn, 2008). IPA has 
been extensively applied in the field of health, applied, clinical and counselling psychology, 
and is concerned withΝparticipants’Ν‘livedΝexperiences’,Νunderstandings,ΝandΝmeaning-making 
processes (Reid, Flowers, & Larkin, 2005; Smith, 2011). The researcher therefore felt that 
IPAΝwasΝ theΝmethodΝ thatΝcouldΝbestΝcaptureΝ therapists’Νcognitive,ΝaffectiveΝandΝembodiedΝ
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experiences, as well as meaning-making and sense-making processes of therapeutic ruptures 
repairsΝwithinΝtheΝtherapeuticΝalliance.ΝIPAΝisΝcommonlyΝusedΝforΝtheΝstudyΝofΝ‘unexploredΝ
territory’Ν (ReidΝ etΝ al.,Ν 2005),Ν asΝ wellΝ asΝ experiencesΝ thatΝ carryΝ personalΝ significance for 
participants (Smith, 2011). There is currently an identified lack of qualitative, 
phenomenological studies of therapeutic ruptures and repairs (Gumz et al., 2012; Hill & 
Knox, 2009) despite the fact that rupture resolution holds particular importance and clinical 
relevance for practitioners, who often appear ill-prepared and unable to successfully resolve 
therapeutic impasses (Hill et al., 1996; Hill et al., 2003; Safran et al., 2002).  IPA was also 
deemed as the most appropriate method for the present study due to its unique focus on 
phenomenology and experience rendering it ideal for tappingΝ intoΝ participants’Ν innerΝ
experiences during relationship processing events. Furthermore, the researcher was drawn to 
IPA due to its clear, comprehensive and accessible procedural and analytic guidelines (e.g. 
Smith & Osborn, 2008; Smith et al., 2009), which nevertheless allow space for personal 
interpretative work and creativity (Smith, 2004). Lastly, it was postulated that the present IPA 
study could successfully complement and illuminate existing quantitative research on 
ruptures and repairs, as well as present new findings to be discussed alongside qualitative 
studies in this area (see Smith, 2011).  
Methodology and Procedures 
Methodology  
Design 
This was a qualitative study, which aimed to explore counsellingΝpsychologists’ΝexperiencesΝ
and meaning-making processes around ruptures and resolutions within the therapeutic 
relationship. Specifically, therapists participating in the study were asked to recall ruptures in 
the therapeutic work with specific clients, and to discuss the way that they managed them, as 
well as their impact upon the therapeutic relationship and outcome. Data were collected 
through ten semi-structured interviews and were analysed using Interpretative 
Phenomenological Analysis (IPA).  
Paradigmatic Underpinnings and Philosophical Assumptions of the Research Project 
A research paradigm may be viewed as an umbrella framing the context of research (Morrow 
et al., 2012). As such, it entails a set of beliefs and assumptions around ontology (i.e. the 
nature of reality and being), epistemology (i.e. the acquisition of knowledge, and the 
relationship between the participant and the researcher), axiology (i.e. the role of the 
researcher’sΝbeliefsΝandΝvaluesΝinΝtheΝresearchΝprocess),ΝrhetoricalΝ(i.e.ΝtheΝlanguageΝusedΝinΝ
the research presentation) and methodology (i.e. the process and procedures of research) 
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(Ponterotto, 2005). Four main research paradigms have been identified by Guba and Lincoln 
(1994) and have been further elaborated by Ponterotto (2005) for counselling psychologists. 
These include positivism, postpositivism, constructivism-interpretivism and critical-
ideology.  
The present research clearly embraces the constructivist-interpretivist paradigm, which also 
seems to anchor the majority of qualitative studies, followed by a combination of 
postpositivist and constructivist-interpretivist paradigms (Ponterotto, Kyriakose, & 
Granovskaya, 2010).  
In terms of ontology, the research adopts a constructivist-interpretivist stance, according to 
which there is no single and objective truth. There are multiple, equally valid and socially 
constructed versions of reality (Hansen, 2004; Ponterotto, 2005). Consequently, the present 
studyΝisΝconcernedΝwithΝtherapists’ΝsubjectiveΝexperiences,Νmeaning-making processes, and 
interpretations of therapeutic ruptures and resolutions. The researcher does not seek to 
uncoverΝaΝ‘singleΝtruth’,ΝbutΝdoesΝaimΝtoΝexploreΝparticipants’Νlived experiences looking at 
bothΝconvergencesΝandΝdivergencesΝwithinΝandΝbetweenΝparticipants’Νaccounts.Ν 
With regard to epistemology, the research project also espouses a phenomenological and 
constructivist-interpretivist stance. It is concerned with capturingΝparticipants’ΝdescriptionsΝ
of subjective experiences, but at the same time postulates that meaning is hidden and comes 
to the foreground through reflexive interpretation (Ponterotto & Grieger, 2007; Willig, 2013). 
Researcher and participant thus mutually influence each other and collaboratively co-create 
findings through interactive dialogue and interpretation (Morrow et al., 2012; Ponterotto, 
2005).Ν Accordingly,Ν theΝ presentΝ researchΝ seeksΝ toΝ understandΝ participants’Ν subjectiveΝ
experiences of ruptures in the therapeutic alliance and accompany them in the journey of 
sense-making and resolution processes, awaiting to influence and be influenced by the 
mutuality of the interaction during the interview process and data analysis. 
In terms of axiology, the research also adopts a constructivist-interpretivist framework. In 
contrastΝtoΝpositivistsΝandΝpostpositivistsΝwhoΝadvocateΝforΝtheΝΝresearcher’sΝtrueΝobjectivityΝ
and emotional detachment from the research process, constructivists-interpretivists recognise 
that personal values, beliefs, assumptions and biases unavoidably influence the 
understanding,Ν interpretationΝandΝanalysisΝofΝdataΝandΝthereforeΝattemptΝ toΝ‘bracket’Ν them,Ν
though not eliminating them, as they are constantly present within the researcher-participant 
interactionΝ (Ponterotto,Ν 2005;Ν Willig,Ν 2013).Ν TheΝ researcher’sΝ valuesΝ andΝ biasesΝ areΝ ofΝ
particular importance in the present study, due to her shared identity (i.e. counselling 
psychologist) with the participants, as well as the research topic in itself that addresses a 
common and challenging phenomenon in clinical practice (i.e. ruptures). 
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With respect to rhetorical structure, the research lies somewhere between postpositivism and 
constructivism-interpretivism.  It is postpositivist in the sense that the majority of the research 
report is written in a scientific manner and data are reported in the third person.  At the same 
time the subjective and interactive role of the researcher is vastly acknowledged and certain 
sections of the report (i.e. personal and epistemological reflexivity) are written in the first 
personΝandΝpersonalisedΝmanner.ΝMuchΝspaceΝisΝdevotedΝinΝtheΝdescriptionΝofΝtheΝresearcher’sΝ
own experiences, biases, preconceptions, values and beliefs with relation to the research topic 
(Ponterotto,Ν2005).ΝSimilarly,ΝchosenΝparticipants’ΝextractsΝcontainΝvivid,Νemotional,ΝandΝrichΝ
descriptionsΝofΝparticipants’Νexperiences,ΝandΝextracts’ΝinterpretationΝisΝaccomplishedΝthroughΝ
a use of language that attempts to balance academic writing that satisfies academic 
requirementsΝwithΝvividΝlayΝlanguageΝthatΝdoesΝjusticeΝtoΝparticipants’Νaccounts.ΝΝΝ 
Finally, in terms of methodology, the research clearly identifies with the constructivist-
interpretivist paradigm. Data were gathered in naturalistic settingsΝ(i.e.Νparticipants’ΝhomesΝ
or workplaces), through in-depth, face-to-face, semi-structured interviews, and were analysed 
using IPA. The centrality of the researcher-participant interaction is acknowledged 
throughoutΝ theΝ interviews’Ν procedure,Ν asΝ wellΝ asΝ data analysis. Embedded meaning is 
uncovered through the extensive immersion in and interpretation of words and texts. 
‘Hermeneutics’ΝareΝofΝparamountΝimportanceΝinΝtheΝuncoveringΝofΝmeanings,ΝwhichΝareΝco-
constructedΝ throughΝ theΝ researcher’sΝ interactionΝ with the participants and the transcripts 
(Ponterotto, 2005; Ponterotto & Grieger, 2007).  
Philosophical Underpinnings and Key Characteristics of IPA 
IPA was developed by Jonathan Smith in the mid-1990s. In his seminal paper introducing 
IPA, Smith (1996) made a compelling argument in favour of a more pluralistic psychology 
that would be both experimental and experiential (see also Smith, Flowers & Larkin, 2009). 
And, indeed, IPA undoubtedly follows an experiential approach to psychological inquiry, 
which is theoretically grounded in three key areas of the philosophy of knowledge; 
phenomenology, hermeneutics and idiography (Smith, 2011; Smith et al., 2009). These three 
theoreticalΝ approachesΝunderpinΝ IPA’sΝdistinctiveΝepistemologicalΝ standpointΝ andΝ researchΝ
methodology (Shinebourne, 2011). 
IPAΝisΝphenomenologicalΝinΝthatΝitΝdealsΝwithΝtheΝdetailedΝexaminationΝofΝparticipants’Ν‘livedΝ
experiences’ΝandΝaimsΝtoΝexploreΝtheΝprocessesΝthroughΝwhichΝparticipantsΝmakeΝsenseΝofΝtheirΝ
personal and social world (Smith & Eatough, 2006; Smith & Osborn, 2003, 2008). Drawing 
from phenomenological philosophers, such us Husserl, Heidegger, Sartre and Merleau-Ponty, 
IPA focuses on subjective experience in its own right and attempts to examine it by adopting 
a phenomenological attitude, characterised by openness, genuine curiosity and reflexivity 
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(Finlay, 2014; Smith et al., 2009). At the same time, IPA acknowledges the embodied, 
embedded and contextual nature of our relationship to the world. Experience and selfhood 
are conceived as contingent upon the existence of others, and the nature of our engagement 
with the world is essentially intersubjective, meaning shared, overlapping and relational 
(Smith et al., 2009). Experiences are therefore historically, socially and culturally bounded, 
and can be only understood by examining how objects, states or events are experienced and 
given meaning by individuals (Eatough & Smith, 2008).  
Consequently, IPA is also interpretative in that it acknowledges the role of the researcher in 
the attemptΝ toΝ interpretΝandΝmakeΝsenseΝofΝparticipants’Ν livedΝexperiencesΝ (seeΝEatoughΝ&Ν
Smith, 2008; Smith et al., 2009). Hermeneutic phenomenologists, such as Heidegger, 
Schleiermacher and Gadamer, have postulated that meaning is often hidden and can only be 
brought to the surface through a process of intense engagement and interpretation. At the 
same time, our understanding of objects and events is mediated by our prior experiences, pre-
existing knowledge and fore-conceptions, as well as constrained and contextually-bounded 
by the socio-cultural contexts within which we live and act (Eatough & Smith, 2008; Smith 
etΝal.,Ν2009).ΝInterpretationΝthereforeΝtakesΝtheΝformΝofΝaΝ‘hermeneuticΝcircle’,ΝandΝbecomesΝaΝ
dynamic dialogue between what we bring to the text and what the text brings to us, between 
the past and the present, between the researcher and the participant (Smith et al., 2009). IPA 
thusΝ entailsΝ aΝ ‘doubleΝ hermeneutic’,Ν anΝ intenseΝ interpretative activity whereby ‘‘the 
participants are trying to make sense of the world; the researcher is trying to make sense of 
the participant tryingΝ toΝmakeΝ senseΝofΝ theirΝworld’’ (Smith & Osborn, 2003, p. 51). The 
conceptΝofΝ ‘doubleΝhermeneutic’ΝalsoΝ refersΝ toΝ theΝ researcher’sΝownΝ involvementΝwithΝ theΝ
research project, in the form of his/her biases and preconceptions that, unless they are partially 
‘bracketed’ΝorΝacknowledged,Ν theyΝcanΝhinderΝ theΝprocessΝofΝ interpretationΝ(Smith,Ν2007).ΝΝ
Finally,Ν IPAΝ operatesΝ ‘doubleΝ hermeneutic’Ν byΝ combingΝ ‘hermeneuticsΝ ofΝ empathy’ΝwithΝ
‘hermeneuticsΝ ofΝ suspicion’Ν (Ricoeur,Ν 1970).ΝWhereasΝ empathicΝ interpretationΝ focusesΝ onΝ
whatΝ isΝ thereΝ andΝ strivesΝ toΝ understandΝ fromΝwithinΝ participants’Ν experiences,Ν suspiciousΝ
interpretation attempts to uncover what is hidden and asks critical questions in order to 
uncoverΝlatentΝmeaningΝ(SmithΝ&ΝOsborn,Ν2008;ΝWillig,Ν2013).ΝIPAΝadoptsΝaΝ‘centre-ground 
position’ΝbetweenΝtheseΝtwoΝinterpretativeΝapproachesΝ(Smith,Ν2004),ΝasΝcombiningΝbothΝtypesΝ
of interpretation is likely to lead to a deeper and richer analysis, and arguably do fuller justice 
to the totality of the person (Smith & Eatough, 2006; Smith & Osborn, 2008).  
IPA is also idiographic, as it deals with the detailed and nuanced analysis of particular 
instancesΝofΝparticipants’ΝlivedΝexperiences,ΝeitherΝin a single case study or in a small group 
of cases (Shinebourne, 2011; Smith et al., 2009). In contrast to nomothetic research that 
focuses on the uncovering of general patterns of human behaviour, and aims to predict and 
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explain phenomena, idiographic research focuses on the in-depth understanding of the 
individual as a unique entity, and is concerned with the detailed description and presentation 
of subjective experience (Ponterotto, 2005).  At the same time, IPA is committed to the 
particular in that it strives to understand the ways that particular phenomena are experienced 
by particular individuals in particular contexts. Consequently, IPA makes use of small, 
homogenous, purposefully selected and contextually situated samples (Smith et al., 2009). In 
thatΝsense,ΝIPAΝadoptsΝanΝattitudeΝofΝ‘analyticΝinduction’ΝthatΝallowsΝspaceΝforΝreflectionΝandΝ
modificationΝofΝone’sΝ thinkingΝ inΝ theΝ lightΝofΝunanticipatedΝevidence.Ν IPAΝdoes,Νhowever,Ν
adopt an interrogative stance and wishes to make a contribution to psychology by connecting 
its findings to existing literature, and interrogating or illuminating existing psychological 
research. Delving into the particular is thus thought as bringing us closer to the universal, and 
the detailed examination of the individual experience is thought as bringing us closer to a 
shared humanity (Smith, 2004; Smith et al., 2009). 
At this point, it is worth acknowledging that IPA positions itself within the gulfs of 
psychology. IPA and mainstream psychology share a common interest in the examination of 
the ways people think about what is happening to them, but diverge in the ways they 
conceptualise cognition, and in their suggested methodologies for addressing such questions  
(Smith & Eatough, 2006; Smith & Osborn, 2008). In fact, IPA has received substantial 
criticismΝwithΝregardΝtoΝtheΝmeaningΝandΝtheΝuseΝofΝtheΝtermΝ‘cognition’Ν(Langdridge,Ν2007;Ν
Willig, 2001). Cognition, as conceptualised in cognitive psychology, is viewed as 
incompatible with the phenomenological tradition, as it implies a separation between the 
‘knower’ΝandΝtheΝ‘known’,ΝandΝrefersΝtoΝaΝpropositionalΝtypeΝofΝknowledgeΝ(Willig,Ν2013).ΝΝ
Smith and colleagues (Smith & Eatough, 2006; Smith & Osborn, 2008; Smith et al., 2009) 
reply to these critiques by offering an alternative conceptualisation of cognition, closer to the 
originalΝ visionΝofΝ cognitiveΝpsychology,Ν beforeΝ theΝ riseΝ ofΝ behaviourism,Ν asΝ aΝ ‘scienceΝofΝ
meaning’Ν asΝ opposedΝ toΝ aΝ ‘scienceΝ ofΝ informationΝ processing’Ν (Smith,Ν 2004).Ν FromΝ theΝ
perspective of mainstream psychology, cognitions are operationalised as compartmentalised, 
separate processes and functions that can be studied through quantitative and experimental 
methodologies. On the other hand, from the perspective of IPA, cognitions are conceptualised 
as complex, nuanced processes of meaning-making, which are dynamic, embodied and 
affective, and can only be indirectly accessed through in-depth qualitative analysis of 
participants’ΝaccountsΝ(SmithΝetΝal.,Ν2009).Ν 
Lastly, IPA also endorses social constructionism and acknowledges a significant debt to 
symbolic interactionism in particular. Social constructionism postulates that historical and 
socio-cultural processes affect the ways individuals experience, make sense and talk about of 
their lives (Eatough & Smith, 2008). Symbolic interactionists, such as Mead and Blumer, 
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conceive individuals as creative agents who actively conceive and construct their lifeworlds 
and purposefully attribute meaning to their experiences through interpretative action that is 
informed by intersubjectivity and reflexivity. Mind and self are viewed as products of 
relationships and social interactions, and linguistic symbols are, in turn, viewed as systems 
of socially shared meanings. Individual contexts and mental processes arise within specific 
socio-cultural contexts, and therefore self and thoughts can only be understood in the light of 
meanings available within the culture the individual is immersed. At the same time, 
individuals that have gradually developed a capacity for mind and self through social 
interactions, become autonomous agents characterised by selfhood and unique tendencies of 
thought. People are therefore conceived as both constructed but also constructors (Ashworth, 
2008). IPA posits itself at the light end of social constructionism, in the sense that it 
acknowledges the importance of language in the construct of our lifeworlds and the action-
oriented nature of talk, but at the same time posits that subjective meaning-making transcends 
socio-linguistic restrictions and culturally available stock of meanings (Eatough & Smith, 
2008).  
Personal and Epistemological Reflexivity 
WilligΝ(2013)ΝdistinguishesΝbetweenΝtwoΝtypesΝofΝreflexivity.Ν‘PersonalΝreflexivity’ΝrefersΝtoΝ
theΝ waysΝ theΝ researcher’sΝ experiences,Ν values,Ν beliefsΝ andΝ assumptions shape research. 
‘EpistemologicalΝ reflexivity’Ν requiresΝ fromΝ theΝ researcherΝ toΝ reflectΝ uponΝ his/Ν herΝ
epistemological and ontological assumptions, as well as upon the implications of these 
assumptions for the research process and findings.  The person and theoretical background of 
the researcher unavoidably influence the research process and ought to be thoroughly 
monitored when conducting qualitative research, as the nature of qualitative research is 
essentially subjective (Morrow, 2005; Willig, 2013).   
Personal Reflexivity 
On reflecting upon the issue of personal reflexivity with regard to the current research project, 
the first thing that comes to mind is the reason behind the choice of the research topic. As a 
counselling psychologist I have been trained in a variety of therapeutic approaches and I 
would describe myself as an integrative practitioner. Nevertheless, I view the therapeutic 
relationship as the cornerstone of successful therapy and as an essentially integrating variable 
across all schools of psychotherapy. I therefore deeply wanted to conduct my research thesis 
on a topic around the therapeutic relationship. The topic of therapeutic ruptures and repairs, 
in particular, was genuinely inspired by my clients. Throughout the years, I have learnt a lot 
from them and I would like to think that they have enabled me to develop and grow as a 
person, and as a practitioner. Interestingly, at the time I decided on the research title, I was 
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rather unaware of the existing literature on ruptures in the therapeutic alliance. I was therefore 
surprised and excited to discover the research conducted around the subject. I was also left 
wondering why we were not taught of those issues in our counselling psychology training, 
despite the integrative and relational orientation of the counselling psychology programme I 
have attended.  
At this point, it is worth acknowledging that I believe that the literature review that I have 
conducted, in combination with my emotional interest in the research topic and my deeply 
seated commitment to humanistic and relational approaches to psychotherapy may have 
undoubtedly affected the collection and interpretation of data (see Morrow, 2005). I have 
nevertheless attempted to address these issues by keeping reflective notes throughout the 
researchΝprojectΝandΝbyΝattemptingΝtoΝ‘bracket’Νthem,ΝinΝorderΝtoΝmaintainΝaΝspiritΝofΝempathicΝ
opennessΝandΝgenuineΝcuriosityΝtowardΝparticipants’ΝexperiencesΝduringΝdataΝcollectionΝandΝ
analysis (Finlay, 2014). Furthermore, I have consulted both my supervisor and a colleague of 
mine during data analysis, in order to give space to alternative data interpretations, as well as 
to better monitor my responses to the research process (Hill et al., 2005; Morrow, 2005). 
I also acknowledge that my demographic characteristics may have in turn influenced the 
research process. I am a chartered counselling psychologist in my mid-thirties, trained in the 
UK but currently living and practicing in Greece. Initially, I had considered recruiting a 
purposive, homogenous sample of chartered counselling psychologists practicing in the UK, 
who would be more representative of the British therapeutic community. However, the 
geographical limitations meant that the interviews would have had to be conducted via 
telephone or skype. Despite some research evidence highlighting the advantages of email or 
telephone interviews (see Brocki & Wearden, 2006), I personally felt more drawn to the 
profound immediacy and natural communication of face-to-face interviews, and therefore 
decided to recruit participants from the Greek therapeutic community. Language was not a 
problem, as my sample consisted of counselling psychologists who had conducted their 
training in the UK and were therefore fluent in the English language.  
.In retrospect, I would like to think that my shared cultural and professional identity with 
participants enabled them to feel more at ease and to experience a sense of connection, but I 
remember myself at the time wondering whether our shared professional capacity would 
perhapsΝ renderΝ participantsΝ hesitant,Ν inΝ termsΝ ofΝ openlyΝ disclosingΝ possibleΝ ‘failures’Ν andΝ
‘weaknesses’ΝinΝtheirΝclinicalΝwork.ΝFurthermore,ΝmyΝtheoretical orientation was known to 
some participants who were referred to me through other colleagues. I was therefore mindful 
of the possibility that they may have felt pressured to satisfy my presumed expectations, as 
opposed to providing me with accounts of their true experiences. For that reason, I genuinely 
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strived to maintain an empathic and compassionate stance during the interview, attempting 
toΝenterΝparticipants’ΝworldΝandΝallowΝparticipants’ΝstoriesΝtoΝunfoldΝwithoutΝleadingΝthemΝorΝ
constraining them in any way. In retrospect, I dare to say that there were many times during 
the interviews that I stood in awe of and I was deeply moved by what participants had to say. 
AndΝyet,ΝatΝotherΝtimes,ΝIΝfeltΝtemptedΝtoΝadoptΝaΝmoreΝ‘supervisory’Νrole,ΝwhichΝIΝ tried to 
restrainΝinΝorderΝtoΝgiveΝprecedenceΝandΝpayΝultimateΝrespectΝtoΝparticipants’Νexperiences.Ν 
In the beginning of the research project, I also held certain assumptions and biases with regard 
to the ways counselling psychologists of different theoretical orientations dealt with ruptures 
in the therapeutic alliance. I had assumed, for example, that psychodynamic or humanistic 
therapists would address ruptures more explicitly, reflectively and in greater depth than their 
counterpart cognitive-behaviouralΝtherapists.ΝAgain,ΝIΝtriedΝtoΝ‘bracket’ΝthoseΝassumptionsΝofΝ
mineΝandΝkeepΝanΝopenΝmindΝduringΝdataΝcollection,ΝinΝorderΝtoΝcloselyΝfollowΝparticipants’Ν
accounts. And, indeed, most participants genuinely surprised me and provided me with 
alternative and compelling perspectives on the topic. The fact that unexpected findings were 
allowed to emerge may arguably signify that I was able to see and feel beyond my biases. 
Lastly, it is worth pinpointing that my personal assumptions, values and biases may have 
influenced the analysis and interpretation of the data. Indeed, it is acknowledged that different 
researchers may have provided us with alternative interpretations and may have given rise to 
a different pattern in the data. After all, IPA is an entirely subjective enterprise and the 
researcher is considered as a co-constructor of meaning (Morrow, 2005). In any case, I did 
find my self immersed in the data during the stage of analysis, and I have attempted to ground 
myΝinterpretationsΝwithinΝparticipants’Νextracts, rather than import my interpretations from 
outside (see Smith, 2004; Smith et al., 2009).  
Epistemological Reflexivity  
One of the main things that has attracted me to IPA is its epistemological diversity and 
methodological uniqueness. My bachelor degree was in Philosophy and Social Studies, and 
involved the studying of philosophy, sociology, literature and psychology. I believe that the 
acquisition of such a diverse knowledge base enabled me to consider the dialectical interplay 
within, as well as between different disciplines, and enhanced my understanding of human 
nature and relationships. In turn, my postgraduate training in Counselling Psychology offered 
me the opportunity to train and practice in three diverse psychotherapeutic models with an 
emphasis upon the therapeutic relationship and integration, as well as to familiarise myself 
with both quantitative and qualitative methods of psychological inquiry. In that sense, I can 
undoubtedly state that my academic studies have shaped me both as a researcher and clinician. 
IPA does not claim a distinctive epistemological or methodological position. It rather draws 
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from and integrates a number of closely related approaches, which share a mutual 
commitment to the exploration of lived experience, but nevertheless have different emphases 
and adopt diverse techniques, in order to best engage with the task of exploration (Smith, 
2004). I therefore consider it as highly compatible with my sense of open-mindedness and 
freedom, as well as the value I place on pluralism and integration.  
I also consider IPA as highly compatible with my humanistic worldview and way of practice, 
in terms of its commitment to phenomenology and idiography. Although, phenomenology 
and person-centred therapy have emerged relatively independent from each other, they share 
significant similarities, in terms of their emphasis on lived experiences, as well as their 
fundamentalΝbeliefΝthatΝtheΝ‘truth’ΝresidesΝwithin individuals, as opposed to being an external, 
objectiveΝandΝfixedΝentityΝ(Cooper,Ν2007).ΝIPAΝstrivesΝtoΝexamineΝandΝilluminateΝindividuals’Ν
subjective experiences, as opposed to making universal, nomothetic claims. It therefore 
adopts a realist approach to knowledge production (Willig, 2013), and I deeply value its 
commitment to the individual as a unique entity.  
At the same time, IPA espouses a relativist and symbolic interactionist perspective to 
knowledge, as it acknowledges the process of meaning-making as an essentially interpretative 
and relational activity that is informed by intersubjectivity and reflexivity (Eatough & Smith, 
2008; Willig, 2013). In my mind, this epistemological position shares many parallels with 
relational models of clinical practice that stress the importance of  intersubjectivity and view 
both therapist and client as active participants engaging in a mutual exchange of affects, 
thoughts and actions, creating and providing meaningful experiences to one another. 
Therapeutic change is therefore viewed as taking place within a co-constructed and co-created 
intersubjective environment that provides the space for new experiences and meanings to take 
placeΝ (Rizq,Ν 2008).Ν IPA’sΝ uniqueΝ andΝ dynamicΝ approachΝ toΝmeaningΝ isΝ thusΝ alsoΝ highly 
consistent with and particularly meaningful to my worldview as a person, researcher and 
therapist. 
Another thing that has attracted me to IPA is its preoccupation with language. Due to my 
background in literature, I am fascinated by the ways we use language in order to perform 
actions and functions, and I have been therefore always drawn to qualitative methodologies 
that actively deal with linguistic elements, such as Discourse Analysis and IPA. I do believe 
thatΝpeople’sΝ understandingsΝofΝ theirΝ lifeworlds are partly defined and constrained by the 
socio-culturalΝcontextsΝthatΝtheyΝinhabit,ΝbutΝIΝtendΝtoΝagreeΝwithΝEatoughΝandΝSmith’sΝ(2008)Ν
claimΝthatΝindividuals’Νmeaning-making processes extend beyond socio-linguistic restrictions 
and culturally available stock of meanings. 
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Lastly,ΝIΝwasΝdrawnΝtoΝIPA’sΝapproachΝtoΝdataΝgatheringΝandΝinterpretation.ΝIΝdoΝfindΝsemi-
structured interviews as a meaningful and deep method of data collection, which is close to 
my clinical training and practice (Ponterotto et al., 2010), and where I find myself at a relative 
comfort and ease. Furthermore, IPA offers flexibility in terms of data analysis allowing for 
multiple but equally valid levels of interpretation (Smith, 2004). This approach is consistent 
with my personal ontological view of reality as consisting of a multiplicity of subjective social 
constructions,ΝasΝwellΝasΝmyΝresearchΝandΝclinicalΝattemptsΝ toΝgraspΝindividuals’Νmeaning-
making processes through balancing empathic with suspicious interpretations.  
Despite the fact that I have selected IPA as the most appropriate methodology to best answer 
my research questions, I do acknowledge that it is not without certain limitations. Although 
IPA does seek to illuminate subjective lived experiences and meaning-making processes, it 
does not provide a causal explanation for the occurrence of such experiences, nor does it 
clarify the reasons behind individual differences in the phenomenological representations of 
experience. In that sense, IPA offers us a rather limited understanding of phenomena that fails 
to move beyond experience itself by encompassing wider historical and socio-cultural 
contexts and structures within which we live our lives (Willig, 2013). Consequently, this 
research project aims to illuminate counselling psychologists’ΝexperiencesΝandΝsense-making 
of ruptures, but is restricted in its ability and ambition to make causal inferences or 
generalisations on the phenomenon under investigation.  
A mixed-method project on the other hand could have provided us with a more holistic 
and rigorous view of the topic under investigation combiningΝ‘breadth’ΝwithΝ‘depth’. For 
example, combining quantitative methods and IPA in order to address the research 
questions could have potentially been highly illuminating. Postsession Questionnaires 
(PSQ; Muran, Safran, Samstag, & Winston, 1992) could have been administered to a 
number of Counselling Psychologists, in order to detect the occurrence of ruptures, and 
the extent of rupture resolution within sessions across participating therapists, depending 
on their demographic characteristics, theoretical orientation, therapy duration, clinical 
setting or other variables. In that way, significant differences could have been detected. 
Through the conduct of semi-structured interviews with a selection of participants and 
the method of IPA, we could have subsequently acquired a deeper and fuller 
understanding of the ways participants experience, make-sense of and manage such 
phenomena (see Willig, 2013). Alternatively, it would have been interesting to combine 
IPA with Foucauldian Discourse Analysis (FDA).ΝWhileΝ IPAΝ focusesΝ onΝ individuals’Ν
experiences within particular contexts, FDA provides a critical analysis of the socio-
cultural context itself, within which individuals are positioned. Albeit their 
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epistemological differences, the two approaches could therefore function in a 
complementary fashion providing us with a richer and deeper analysis (Eatough & Smith, 
2008; Shinebourne, 2011). Mixed-method research projects tend to maximise the 
strengths and overcome the weaknesses of each type of method separately (Creswell, 
Klassen, Plano Clark, & Smith, 2011) and can thus strengthen the validity of the findings 
through triangulation (see Hammersley, 2008; Patton, 1999). Despite my deep-seated 
commitment to pluralism and integration, the employment of a mixed-methods project 
was dropped mainly due to practical reasons, as it is rather time-consuming and 
demanding, and requires a substantial amount of relevant training and experience, which 
as a researcher I did not feel confident that I adequately possessed.  
Trustworthiness and Validity 
The recent proliferation of qualitative methodologies in psychology has given rise to the issue 
of the best ways to assess the validity of qualitative research. Traditionally, psychological 
research has been predominated by quantitative studies, rooted in a positivist philosophical 
paradigm, and validated against well-established and vastly acknowledged criteria (e.g. 
validity, reliability, generalisability, objectivity) (Yardley, 2000). In contrast, the evaluation 
of qualitative research has been less straightforward giving rise to a polemic debate among 
quantitative and qualitative researchers (Meyrick, 2006). The question of validity therefore 
entails taking into account the paradigmatic assumptions underpinning, as well as the 
ontological and epistemological positions framing the research project (Sousa, 2014; Willig, 
2013).  
A number of authors have attempted to formulate appropriate criteria for evaluating the 
quality of qualitative research. Despite the fact that most guidelines appear to tap into similar 
issues, the suggested evaluative criteriaΝ seemΝ toΝ reflectΝ theΝ authors’Ν preferredΝ qualitativeΝ
methodology that in its turn may be linked to different ontological and epistemological 
positions, thus raising issues of applicability to different types of qualitative research 
(Meyrick, 2006; Willig, 2013). The validation and quality of the present research has been 
primarilyΝassessed,ΝaccordingΝtoΝElliott,ΝFischerΝandΝRennie’sΝ(1999),ΝandΝYardley’sΝ(2000,Ν
2008) evaluation criteria, as they seem to adopt a more refined and pluralistic stance, as well 
asΝSmith’sΝ(2011)ΝΝsevenΝrecentlyΝproposedΝcriteriaΝthatΝwereΝspecificallyΝdevelopedΝforΝtheΝ
evaluation of IPA studies.  
The first validity criterion proposed by Yardley (2000, 2008) is sensitivity to context. 
Theoretical sensitivity to context in the present study has been arguably achieved through the 
conduct of a thorough literature review framing the research project, a clearly articulated 
rationaleΝforΝtheΝstudy’sΝconduct,ΝasΝwellΝasΝaΝclearΝpresentationΝofΝmyΝepistemologicalΝstanceΝ
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(Meyrick, 2006; Yardley, 2000). Furthermore, I have attempted to provide a clear and 
coherent description of the paradigmatic underpinnings of the research project, as well as a 
thorough and concise account of the rationale behind the choice of methodology, and the 
philosophical underpinnings and key features of IPA (Smith et al., 2009). With regard to 
sensitivity to data ,Ν IΝ haveΝ strivedΝ toΝ honourΝ IPA’sΝ phenomenological, interpretative, and 
idiographicΝstanceΝ(Smith,Ν2011),ΝbyΝcloselyΝattendingΝtoΝparticipants’ΝsubjectiveΝexperiences,Ν
andΝattemptingΝtoΝengageΝinΝanΝinterpretativeΝactivityΝgroundedΝinΝparticipants’Νaccounts,ΝbutΝ
at the same time allowing the illumination of their meaning-making processes, whilst 
reflectively acknowledging my own role in the interpretative process. Each case was 
examined in detail before moving on to the next case, allowing for fresh, unexpected findings 
to come to the foreground, as opposed to attempting to verify pre-determined hypotheses 
deriving from existing literature, and pre-existing findings deriving from previous case 
analysis (Finlay, 2014; Smith, 2004). Furthermore, special attention to the sensitivity to data 
(Yardley,Ν 2000)Ν andΝ ‘groundingΝ inΝ examples’Ν (Elliott et al., 1999) was given at the 
presentation of data analysis, with the inclusion of a significant amount of extracts, in order 
to illustrate variation, as well as pinpoint both convergences and divergences within and 
acrossΝparticipants’ΝaccountsΝ(Smith & Osborn, 2008). I have tried to achieve sensitivity to 
participants’ socio-cultural setting across a number of levels. Firstly, the sample choice and 
demographic characteristics have been critically discussed and thoroughly presented, in order 
to allow for adequate contextualisation and representative illustration of the subjective 
experiences of this particular group of people (i.e. chartered counselling psychologists, 
trained in the UK and practicing in Greece offering time-limited or open-ended therapy) 
(ElliottΝetΝal.,Ν1999;ΝMeyrick,Ν2006;ΝYardley,Ν2000).ΝSecondly,ΝtheΝissueΝofΝtheΝresearcher’sΝ
identity and relationship to the participants has been approached with reflexivity, as 
illustrated in the reflexivity, participants, and ethical considerations parts of the report. 
Furthermore,ΝIΝhaveΝattemptedΝtoΝremainΝrespectfulΝtoΝparticipants’ΝcontextΝbyΝinterviewingΝ
them at a convenient for them time and place, as well as by adopting an empathic, warm and 
collaborative stance during the interview process. My main goal was to create an open and 
non-judgmental climate that would allow time and space for reflection. I have also tried to 
address power dynamics by providing participants with the opportunity to discuss our shared 
professional and/ or cultural identity, as well as to address possible concerns arisen by their 
participation in the study. Particular attention was paid to sensitivity to ethical issues, as 
presented in the ethical considerations section of the report.  
Commitment and rigour is the second criterion proposed by Yardley (2000, 2008). 
Commitment refers to the degree of care and attentiveness paid to participants, as well as to 
the case analysis, while rigour refers to the general thoroughness of the study, in terms of 
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sampling, interviewing and analysis. The sample was purposive and homogenous, consistent 
with the research questions, as well as the theoretical principles and practical guidelines of 
IPA (Meyrick, 2006; Smith et al., 2009).  Throughout the interview process, I have attempted 
to put participants at ease by remaining empathic, using gentle probing, and carefully asking 
for clarifications when needed. Interestingly, most participants paralleled the interview 
process with supervision, in the sense that it provided them a safe space for self-reflection 
and evaluation. Throughout the analysis, I have also tried to maintain a reflective stance and 
to honour the idiographic character of IPA. I believe that I have managed to deeply immerse 
myself into the data by going over each case several times, by trying to see things from the 
participants’ΝpointΝofΝview,ΝbyΝcontinuouslyΝmovingΝbackΝandΝforthΝwithinΝandΝacrossΝcases,Ν
as well as parts and wholes (Finlay, 2014; Smith et al., 2009). The emergent superordinate 
themes and subthemes, as well as the prevalence of subthemes were all presented in summary 
tables, and extracts from at least three participants were selected and illustrated in the 
presentation of each subtheme, according to the recent recommendations of Smith (2011). Of 
course the degree of the demonstrated commitment and rigour is ultimately open to the 
reader’sΝevaluation.Ν 
Yardley’sΝ (2000,Ν2008)Ν thirdΝcriterionΝ forΝevaluatingΝ researchΝvalidityΝ isΝ transparencyΝandΝ
coherence in terms of the clarity and cogency of the presentation. In terms of transparency, I 
haveΝendeavouredΝtoΝprovideΝreadersΝwithΝaΝdetailed,Ν‘thickΝdescription’ΝofΝeachΝstageΝofΝtheΝ
research process in a clear and elaborated way (Morrow, 2005; Ponterotto & Grieger, 2007). 
I believe that the data collection process, the creation of the interview schedule, the research 
procedure, and the employed analytic strategy have been discussed at great depth and length, 
while an extensive amount of extracts has been presented, in order to allow readers to resonate 
with the subject matter and arrive at their own conclusions with regard to the quality of 
analysis and interpretation (Elliott et al., 1999; Meyrick, 2006; Smith, 2011; Yardley, 2000). 
At the same time, I have attemptedΝtoΝ‘ownΝmyΝperspective’Ν(ElliottΝetΝal.,Ν1999),ΝandΝremainΝ
reflexive and transparent with regard to my own experiences, biases and assumptions that 
may have impacted the product of the research investigation, as stated in the reflexivity 
section of my report (Meyrick, 2006; Morrow, 2005; Yardley, 2000). Coherence refers to the 
totalΝ qualityΝ ofΝ theΝ narrativeΝ inΝ aΝwayΝ thatΝ theΝ readersΝ canΝ ‘resonate’ΝwithΝ theΝ research’sΝ
constructed reality in a meaningful way (Elliott et al., 1999; Smith, 2011; Yardley, 2000). I 
haveΝattempted,ΝtoΝtheΝbestΝofΝmyΝability,ΝtoΝintegrateΝtheΝresearch’sΝ‘parts’ΝinΝaΝmeaningfulΝ
‘whole’,Ν inΝ termsΝ ofΝ presentingΝmyΝ argumentsΝ inΝ aΝ logicalΝ andΝ coherentΝ way,Ν asΝwellΝ asΝ
producing the final set of superordinate themes and subthemes, whilst engaging in deviant 
case analysis and addressing contradictions and nuances between and within cases (Elliott et 
al., 1999; Meyrick, 2006; Yardley, 2000). In addition, enough verbatim evidence has been 
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presented, in order to allow readers to evaluate the analysis and to establish internal coherence 
by determining whether the presented interpretations were coherent with the data (Smith, 
2011).ΝCoherenceΝalsoΝrefersΝtoΝtheΝ‘degreeΝofΝfit’ΝamongΝtheΝposedΝresearchΝquestionΝandΝtheΝ
adopted philosophical perspective (Yardley, 2000). The rationale for choosing IPA, as 
opposed to another qualitative methodology, has been thoroughly outlined and explained. 
Furthermore, I have strived to remain faithful to the theoretical principles of IPA by providing 
rich phenomenologicalΝdescriptionsΝofΝparticipants’Νexperiences,ΝwhilstΝengagingΝinΝaΝ‘doubleΝ
hermeneutic’ΝinterpretativeΝactivityΝ(SmithΝetΝal.,Ν2009).  
Yardley’sΝ (2000,Ν 2008)Ν fourthΝ criterionΝ isΝ impactΝ andΝ importance,Ν alternativelyΝ termedΝ asΝ
‘socialΝ validity’Ν (Morrow,Ν 2005). In terms of theoretical impact, I strongly believe that 
phenomenological, qualitative studies of this kind can substantially complement existing 
qualitative studies and illuminate existing quantitative research on therapeutic ruptures and 
repairs, as they can shed further light onto the micro-processes involved in rupture resolution. 
In terms of practical impact and within the current demand for evidence-based practice 
(Meyrick, 2006), the study deals with a topic of clinical significance for counselling 
psychologists (Smith, 2011) that arguably  carries significant practical implications, given the 
fact that repairing alliance rupture seems to be strongly linked to successful clinical practice 
and treatment outcome. Lastly, in terms of socio-cultural impact the study does not make any 
general claims, given the idiographic nature of IPA. However, it is hoped that it provides a 
window into the subjective experiences and the unique ways of meaning-making of a small, 
particular subgroup of counselling psychologists who are trained in the UK, but are practicing 
in Greece.Ν AssessingΝ theΝ study’sΝ impactΝ andΝ importanceΝ ultimatelyΝ liesΝ atΝ theΝ readers’Ν
discretion.Ν InΝ anyΝ case,Ν cautionΝ shouldΝ beΝ exercisedΝ againstΝmakingΝ ‘generalΝ claims’Ν andΝ
attempting to generalise the findings of the present study to other populations and/ or contexts 
(Elliott et al., 1999). 
In concluding this section, it is worth highlighting that the validity of the present study can 
beΝ alsoΝ checkedΝ throughΝ theΝ ‘paperΝ trail’Ν producedΝ whichΝ mayΝ serveΝ asΝ anΝ alternativeΝ
‘credibilityΝcheck’Ν(ElliottΝetΝal.,Ν1999). The produced paper trail consists of my initial notes 
on the research proposal, reflective notes kept throughout the research process, the original 
research proposal and the ethical submission to the University. It also includes earlier 
versions, as well as the final version of the interview schedule, interview audio-tapes and 
transcripts, notes and figures on each case, initial and revised drafts of the research project, 
as well as the final report (see Smith et al., 2009). Furthermore, my external supervisor has 
conducted mini-audits of my work throughout the research project, while a colleague of mine 
has also been involved in the cross-reference of the emergent produced themes, in order to 
achieveΝ‘triangulation’ΝofΝfindingsΝandΝenhanceΝtheΝproject’sΝvalidity (see Patton, 1999).  
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Procedures 
Participants 
Consistent with the theoretical principles and analytic processes of Interpretative 
Phenomenological Analysis, sampling was purposive rather than probabilistic (Smith et al., 
2009), as the research study aimed to investigate and illuminate chartered counselling 
psychologists’Ν idiographic experiences and understandings of ruptures in the therapeutic 
alliance. A small, particular subgroup of counselling psychologists who were trained in the 
UK, but were practicing in Greece were therefore contacted via snowballing, in order to offer 
their shared experiences and unique perspectives on the phenomenon under investigation, as 
posed by the research questions, which were oriented towards meaning, process and 
exploration (see Smith et al., 2009; Willig, 2013). Snowballing is a sampling strategy where 
identified respondents are then used to refer researchers on to other respondents (Robinson, 
2014), and it is commonly employed in IPA studies (Smith et al., 2009). It is particularly 
advantageous for descriptive, exploratory, qualitative studies that are primarily conducted 
through interviews (Hendricks, Blanken & Adriaans, 1992). Snowball sampling is a method 
for obtaining research participants who are hard to reach or where a substantial amount of 
trust is required to initiate contact (see Atkinson & Flint, 2001). Given my decision to recruit 
participants from the Greek therapeutic community, within which the number of chartered 
counselling psychologists is indeed very limited, snowball sampling was deemed a useful 
strategy, in order to locate a homogenous group of participants who shared the characteristics 
that would make them eligible for inclusion in the study (see Morgan, 2008). Moreover, due 
to the delicate nature of the research topic (where participants were invited to discuss difficult 
times with clients that might have been resolved successfully or unsuccessfully) and taking 
into account the relative low response rates that similar studies have yielded, snowballing 
seemed like an appropriate sampling strategy, as it provided access to an eligible sample of 
participants who felt fairly comfortable and trusting towards the researcher, as referrals had 
been made by peers or acquaintances.  
Inclusion criteria specified that participants should possess a minimum of two years of 
clinical experience post-chartership, in order to ensure that they had gained sufficient 
experience in working relationally with clients. Participants were also required to be engaged 
in ongoing supervision due to the delicate nature of the proposed project and the possible 
emotional disturbance that could have potentially arisen by their participation in the study. 
Furthermore, participants were recruited from settings where they provided time-limited (i.e. 
minimum 15 sessions) or open-ended therapy. It has been postulated that although alliance 
ruptures may manifest relatively early in therapy often leading to premature dropout within 
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the first few sessions of treatment (see Muran et al., 2009), they often require a substantial 
period of time to be managed and resolved. Consequently, participants working in an NHS 
setting were excluded from participation in the study, as the type of treatment offered is 
mainly short-term.  
The sample consisted of ten qualified chartered counselling psychologists of various 
therapeutic orientations. Small sample sizesΝ areΝ consistentΝ withΝ IPA’sΝ idiographic 
commitment that strives to say something about the subjective experiences and 
understandings of a particular group, rather than make general claims about the wider 
population (Smith & Osborn, 2008). According to Smith et al. (2009) a range between four 
and ten participant interviews seems appropriate when conducting IPA for professional 
doctorate programmes. This sample size provides researchers with the opportunity to examine 
bothΝsimilaritiesΝandΝdifferencesΝbetweenΝparticipants’Νaccounts,ΝwithoutΝcompromisingΝtheΝ
idiographic focus of IPA, and without getting lost in a great amount of generated data (Smith 
& Osborn, 2008). 
Participants had completed BPS-accredited training programmes in the UK and were at the 
time residing and practicing in Greece. Their first language was Greek, but they were all 
fluent in English, as they had completed postgraduate studies in the UK. In accordance with 
the principles of IPA, the sample was purposive and homogeneous in terms of professional 
training and academic qualifications, as the research questions must hold personal 
significance and relevance for participants (Smith & Eatough, 2006; Smith et al, 2009). 
However, the sample was fairlyΝ heterogeneousΝ inΝ termsΝ ofΝ participants’Ν therapeuticΝ
orientation and professional post mirroring the diversity of counselling psychologists, and 
thusΝ potentiallyΝ increasingΝ sample’sΝ representativenessΝ (Carradice, Shankland, & Beail, 
2002; Robinson, 2014). It is worth mentioning that I had originally thought of dividing the 
sample into therapists and clients, in order to acquire multiple and multifaceted perspectives 
on the topic under investigation (Smith et al., 2009). This thought was, however dropped, due 
to the complex ethical issues that would have been involved in the recruitment of clients.  
Eight participants were female and two were male. Their age ranged from 29 to 44 years (M 
= 35.5) and their years of professional experience (post-chartership) ranged from 2 to 15 years 
(M = 7.0). Participants were employed in the fields of private practice, public mental health, 
non-profit organisations and academia. With regard to their theoretical orientation, three 
participants described it as integrative, three as mainly existential, two as psychodynamic, 
one as mainly cognitive-behavioural, and one as schema therapy (for the full demographics 
of participants, see Table 1). 
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Therapist 
Name 
Therapist 
Number 
Sex Age Years of 
Experience 
Therapeutic 
Orientation 
 
Nationality Professional 
Post 
Elaine 
 
1 F 36 7 Integrative Greek/ English Daycentre/ 
Private 
Practice 
Mia 2 F 29 2 Existential Greek Private 
Practice/ 
Academia 
Christina 3 F 35 5 Psychodynamic Greek Mental 
Health 
Service/ 
Private 
Practice 
George 4 M 34 5 Cognitive-
Behavioural/ 
Integrative 
Greek Private 
Practice 
Sara 5 F 41 14 Integrative/ 
Mindfulness 
Inspired 
Greek Private 
Practice/ 
Academia 
John 6 M 34 6  
Integrative 
Greek Private 
Practice/ 
Academia 
Stella 7 F 30 3 Existential/ 
Integrative 
Greek Private 
Practice/ 
Academia 
Maria 8 F 36 6  
Existential 
Greek Private 
Practice/ 
Education 
Rose 9 F 36 7 Psychodynamic Greek Private 
Practice 
Angela 10 F 44 15 Schema Therapy Greek Private 
Practice/ 
Academia 
Table 1: Demographics of Participants. 
 
Interview Schedule 
Data were collected through individual, semi-structured interviews, consisting of twelve 
open-ended questions, in order to present subject areas for discussion, without constraining 
orΝinfluencingΝparticipants’Νresponses.ΝAΝscheduleΝconsistingΝofΝaroundΝtenΝquestionsΝisΝlikelyΝ
to elicit conversation lasting from 45 to 60 minutes, depending on the topic under 
investigation (Shinebourne, 2011). One-to-one, semi-structured interviews are considered as 
the exemplary method of collecting data for IPA and have been adopted in the majority of 
IPA studies (Brocki & Wearden, 2006; Smith, 2011), as they allow the researcher and 
participant to engage in an interactive dialogue, whereby questions are transformed in the 
light of unexpected answers and the researcher is able to delve deeper into significant and 
interesting areas (Smith & Osborn, 2008). In-depthΝ interviewsΝ areΝ consistentΝ withΝ IPA’sΝ
aspiration of eliciting detailed andΝrichΝdescriptionsΝofΝparticipants’Νexperiences,ΝthoughtsΝandΝ
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feelings (Smith et al., 2009). Participants are considered as experts of their own experiences, 
and are encouraged to tell their stories, in their own words, and in as much detail as possible 
(Reid et al., 2005). Priority is given to establishing rapport with and demonstrating empathy 
to the interviewees, in order to enter their psychological and social world, and allow for the 
emergence of novel areas, capable of eliciting richer data (Smith & Osborn, 2008). 
Consequently, the interview schedule attempts to address the research questions, but merely 
guides rather than dictates the course of the interview (Smith & Eatough, 2006). 
The interview schedule (presented in Appendix 1) was constructed in order to present the 
issues that the interview would cover. The literature review, as well as personal reflections, 
guided the selection of topics that I wished to cover. At the same time, I thoroughly attempted 
to phrase the interview questions in an open-ended, neutral and clear way, in order to avoid 
influencingΝparticipants’Νresponses,ΝandΝenableΝthemΝtoΝfeelΝcomfortableΝandΝopenΝupΝonΝtheirΝ
thoughts and feelings. Possible, gentle prompts were thought in advance, in order to frame 
the initial interview questions more explicitly (Smith & Osborn, 2008). 
Pilot Study 
At this point, it is worth highlighting that the interview schedule puzzled me quite a lot, and 
I devoted a substantial amount of time and energy to its construction. Following the initial 
draft of my interview schedule, I decided to conduct an unofficial, mini pilot study with four 
colleagues of mine, in order to receive some feedback on the quality and tone of the interview 
questions (see Smith & Osborn, 2008), following which a number of readjustments have been 
made. A salient issue thatΝ aroseΝwasΝ aΝ senseΝ ofΝ confusionΝ aroundΝ theΝ termsΝ ‘therapeuticΝ
relationship’Ν andΝ ‘therapeuticΝ alliance’.Ν TwoΝ colleaguesΝ didΝ notΝ appearΝ toΝ differentiateΝ
between the two terms, whilst the other two did. This confusion seemed to reflect current 
tensions in the field, whereby many clinicians and researchers equate the concept of the 
alliance with the therapeutic relationship (Agnew et al., 1998; Henry & Strupp, 1994), and 
argue that the term alliance in itself may have outlived its usefulness within contemporary 
relational and humanistic paradigms (Bozarth & Motomasa, 2008; Safran & Muran, 2006). 
Upon consultation with both my external and internal supervisor, the opening question was 
rephrased to includeΝtheΝbroaderΝtermΝofΝ‘therapeuticΝrelationship’,ΝandΝtheΝmoreΝspecificΝtermΝ
‘alliance’ΝasΝaΝprompt,ΝsoΝitΝwouldΝnotΝleadΝorΝinfluenceΝrespondentsΝinΝanyΝparticularΝway.Ν 
The pilot study also revealed some difficulty around the definition of ruptures. The second 
interview question was therefore included and phrased in an open way, in order to explore 
what constitutes a rupture for each participant, as opposed to me making assumptions or 
generalisations about what a rupture is. Nevertheless I decided to extendΝ theΝ literature’sΝ
definition of ruptures on the Participant Information Sheet, so that respondents would not 
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experience uneasiness or discomfort, should they have not been familiar with the relevant 
literature on the topic. Following the pilot study, I also decided to incorporate extra prompts 
in questions four and five, so that participants would be given the opportunity to give detailed 
descriptions of their experiences and meaning-making processes around ruptures. Lastly, 
following the pilot study, I also decided to include three extra questions in the interview 
schedule, influenced by my delving deeper into the literature review. I therefore decided to 
includeΝtheΝquestionΝonΝbothΝtherapists’ΝandΝclients’ΝcontributionsΝtoΝruptures,ΝasΝwellΝasΝtheΝ
questions on what they have learnt from the experience and what they would have done 
differently. By adding these three questions, I endeavoured to encourage participants to 
engage in meaningful and deep self-reflection that could potentially lead to a richer and fuller 
data analysis. It goes without saying that the final interview schedule was reviewed by my 
two supervisors, in order to ensure its quality and appropriateness.  
Interviewing  
Interview topics were placed in the most logical sequence, so that the interview would have 
coherence and flow. In line with IPA recommendations, interviews opened with more general 
questions and gently moved on to the more specific and sensitive subjects under investigation, 
in order to make respondents feel more at ease and to begin establishing trust and rapport 
(Smith & Eatough, 2006; Smith & Osborn, 2008). In general lines, there was an oscillation 
between more narrative or descriptive questions, and more evaluative or analytic questions 
(Smith et al., 2009). Interjections by the interviewer to clarify points or facilitate conversation 
were also encouraged (Hunt & Smith, 2004), although I attempted to use as little prompts as 
possible. I had learnt the schedule in advance, so that I could monitor the coverage of the 
scheduled topics, but I also tried to grant participants maximum freedom, in terms of the 
interview’sΝpaceΝandΝprocessΝ (SmithΝ&ΝOsborn, 2008; Smith et al., 2009). In fact, I often 
found myself going back and forth the interview schedule, changing the questions’Νsequence,Ν
or not asking every question included in the schedule. In other words, I allowed myself to be 
ledΝbyΝtheΝrespondents’ΝstoriesΝandΝtoΝenterΝnewΝandΝunexpectedΝareasΝofΝinvestigationΝ(SmithΝ
& Eatough, 2006). Above all, I attempted to stay focusedΝandΝmonitorΝtheΝinterview’sΝimpactΝ
on the respondents by closely attending to their verbal and non-verbal behaviour (Smith & 
Osborn, 2008; Smith et al., 2009). I often found myself employing a repertoire of my 
counselling skills, such as empathic reflections, paraphrasing and summarising, whilst 
refraining from adopting a supervisory or therapeutic role. In retrospect, I do believe that I 
have managed to put participants at maximum ease, despite the delicacy and challenging 
nature of the research topic. Almost all respondents paralleled the interview to supervision, 
in terms of being provided with a safe and open safe space for self-reflection. I do, however, 
acknowledge that my personal biases, values, and beliefs have unavoidably shaped and 
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influenced theΝ interviewΝ process,Ν despiteΝ myΝ consciousΝ attemptsΝ toΝ ‘bracket’Ν personalΝ
thoughts, feelings and preconceptions. I did at times catch myself feeling over-excited over 
certain arisen issues or experiencing the urge to share my therapeutic perspective and 
interpretations. I do hope that I was not accidentally leading participants, and that I have 
managed to a significant degree to enter their lifeworlds.  
Interview Procedure 
As mentioned above, participants were recruited via the method of snowballing. The 
researcher originally identified and approached two respondents, who were then used to refer 
the researcher on to other respondents. Participants, were originally informed on the nature 
of the study via a Recruitment Letter (for a copy of the Recruitment Information, see 
Appendix 2). Those who expressed an initial interest and willingness to participate, were 
subsequently approached individually by the researcher and were informed with regard to the 
nature and aims of the study, both verbally and in writing through a Participant Information 
Sheet (for a copy of the Participant Information Sheet, see Appendix 3). They were also 
encouraged to ask questions regarding the purposes and implications of the project. Caution 
was taken, in order for participants not to feel obliged to take part in the study, due to the 
relationship with the respondent who initially referred them to the researcher (see section on 
ethical considerations).  
Respondents, who had read the Participant Information Sheet and still expressed a wish to 
take part in the proposed research study, were subsequently provided by the researcher with 
two copies of an Informed Consent Form (for a copy of the Informed Consent Form, see 
Appendix 4), explaining to them confidentiality issues, right for withdrawal, handling of the 
material, as well as ethical implications arising from the conduct of the study. They were 
subsequently asked to read carefully, sign and return one copy of the Informed Consent Form 
within a week. Participants who signed and returned their forms were then invited to take part 
in a semi-structured interview lasting approximately 90 minutes (including the introductory 
and debriefing phase). The interviews took place in a quiet roomΝatΝparticipants’Νhome,ΝprivateΝ
practice or workplace at a convenient for them date and time. There were no significant health 
and safety issues identified, as it was assumed that the chosen location sufficiently met 
relevant health and safety policies.   
UponΝinterviews’Νcompletion,ΝallΝparticipantsΝwereΝgivenΝaΝDebriefingΝSheetΝ(forΝaΝcopyΝofΝ
theΝDebriefingΝSheet,ΝseeΝAppendixΝ5)ΝprovidingΝthemΝwithΝtheΝresearcher’sΝandΝsupervisor’sΝ
contact details, as well as a list of professional organisations they could turn to should they 
have wished to address questions, anxieties or concerns arisen from the study. They were also 
strongly encouraged to share them with their own supervisors and/ or therapists. Furthermore, 
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they were asked to fill in a short monitoring form consisting of their demographic details (for 
a copy of the Monitoring Form, see Appendix 6). During the briefing session, participants 
were also given the opportunity to explore the working relationship between themselves and 
the researcher, as well as the implications arising from for their participation in this study. In 
addition, they were encouraged to ask questions around the nature and outcome of the 
research project. 
Ethical Considerations 
Ethical permission for the project was sought and grantedΝfromΝCityΝUniversity’sΝResearchΝ
Ethics Committee (for a copy of the Ethics Application Form and Ethics Approval Letter, see 
Appendix 7 and 8 respectively). The proposed research project was not particularly time-
consuming for participants, as they were only required to take part in one semi-structured 
interview lasting approximately 90 minutes (including introductory and debriefing phases). 
Nevertheless, participants were specifically asked on whether they were at the time engaged 
in another research project, as well as on their emotional and practical availability. 
Participants with a heavy workload and/ or other research obligations were strongly 
encouraged to take into account their various commitments before deciding to give their final 
consent forΝparticipationΝinΝtheΝstudy.ΝEmphasisΝwasΝgivenΝonΝparticipants’ΝrightΝtoΝdeclineΝ
participation in the research project and sufficient time was dedicated in explaining to them 
(both verbally and in writing) the nature of the research project, as well as the level of 
commitment required by them. The duration of the interview process, including the 
introductory and debriefing phase, were clearly explained and punctually kept.  
An issue that was given thorough ethical consideration was the shared professional identity 
between the researcher and participants (i.e. chartered counselling psychologists), which 
might have made it difficult for participants to refuse to take part in the study. For that reason, 
the invitation for participation in the study was not addressed to them personally, but rather 
through the method of snowballing. They were therefore given the right to decline 
participation whilst maintaining their anonymity. Another source of pressure that was taken 
intoΝaccountΝwasΝparticipants’Νrelationship with the respondent who initially referred them to 
the researcher, as they might not have found it socially desirable to refuse to take part. In both 
cases, participants who had decided to take part in the study were given the opportunity to 
explore their shared professional identity with the researcher, and were reassured that refusal 
to participate would not affect the working relationship in any way. Lastly, participants were 
informed of their right to decline answering any of the questions and to withdraw from the 
study at any time, up to the point that the analysis had been finalised, without any further 
explanation, and without being disadvantaged or penalised in any way. 
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Every effort was made to ensure that participants understood that all personal information 
mentioned in the study would remain strictly confidential and anonymous and were instructed 
to avoid using details, which could lead to their identification. They were, however, also 
notified that, in accordance with the BPS Code of Ethics and Conduct (2009), confidentiality 
would have to be breached should they disclose material, which raised concerns about 
potential risk, safety of clients, as well as health and safety of children or vulnerable adults. 
In such a case, the researcher had informed participants that she would raise the issue to the 
supervisor, and might have to take further action and report it elsewhere, such as the 
University’sΝorΝtheΝBPS’sΝEthicsΝCommittee. 
Participants were all experienced counselling psychologists who had completed or were still 
engaged in personal therapy, and received ongoing supervision. It was therefore assumed that 
they were physically and mentally suitable to participate in the study. In addition, at the 
conclusion of their participation, they were fully debriefed and were encouraged to ask 
questions around the nature and outcome of the research. In the case where participants 
disclosed a particular emotional, psychological or practical need, they were offered the 
opportunity to explore their issues with the researcher in an open and supportive way. 
Furthermore, all participants were given a debriefing sheet providing them with the 
researcher’sΝandΝsupervisor’sΝcontactΝdetails,ΝasΝwellΝasΝaΝlistΝofΝprofessionalΝorganisationsΝ
they could turn to should they wish to address questions, anxieties or concerns arisen from 
the study. They were also strongly encouraged to share them with their own supervisors and/ 
or therapists.  
Lastly, every attempt was made to safeguard confidentiality, through sensitive and sound 
treatment of the material, as well as safe and responsible storage of audio recordings, 
transcripts,Ν andΝ monitoringΝ formsΝ consistingΝ participants’Ν demographicΝ information.Ν AsΝ
previouslyΝ mentioned,Ν interviewsΝ tookΝ placeΝ inΝ aΝ quietΝ roomΝ ofΝ participants’Ν workplace, 
private practice or home, while all research data were handled in accordance with the BPS 
Code of Human Research Ethics (BPS, 2010) and the Data Protection Act (1998). Audio-
recordings and transcripts produced were kept in a locked filing cabinet at a secure place, to 
whichΝ onlyΝ theΝ researcherΝ hadΝ access.Ν Participants’Ν personalΝ informationΝ dataΝ (i.e.Ν thoseΝ
included in the monitoring form) were kept separately from the raw data, in order to further 
safeguard anonymity. In addition, electronically storedΝdataΝ(e.g.ΝtranscriptsΝandΝresearcher’sΝ
personalΝ notes)Ν wereΝ passwordΝ protected.Ν AccordingΝ toΝ theΝ University’sΝ policyΝ onΝ dataΝ
retention, audio-recordings and transcripts produced will be kept for 5 years after the 
successful completion and submission of the research study. 
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Participants’ΝidentityΝwasΝonlyΝknownΝtoΝtheΝresearcherΝconductingΝtheΝstudyΝandΝtheΝaudio-
recordings produced were only listened by the researcher herself. Participants were made 
fully aware that the interviews would be audio-recorded and subsequently transcribed. They 
were also made aware that the audio-recordings, as well as the transcripts, with identifying 
details removed, might be heard or seen by supervisors and examiners, while extracts from 
the interviews could potentially appear in subsequent publications or a display of the 
dissertation’sΝ copyΝ atΝ theΝ University’sΝ libraryΝ forΝ educationalΝ purposes.Ν InΝ anyΝ case,Ν theΝ
anonymity of the participants was protected through using a pseudonym when labelling the 
recording, as well as when producing the transcripts. Furthermore, transcript sections, which 
could lead to the identification of participants (e.g. work setting, agency location), as well as 
participants’ΝclientsΝmentionedΝinΝtheΝinterviewΝwereΝexcluded from presentation.  
Audio-Recording and Transcription 
The duration of the interviews ranged from 49 to 75 minutes, with an average interview 
lasting 61 minutes. They were audio-recorded on a Sony Digital Voice Editor (version 2.4), 
and were subsequently transferred to a CD-R that was stored in a locked filing cabinet at the 
researcher’sΝ home.Ν AllΝ interviewsΝ wereΝ transcribedΝ verbatimΝ accordingΝ toΝ relevantΝ IPAΝ
recommendations (Smith & Osborn, 2008; Smith et al., 2009). As IPA is concerned with 
interpreting the content of participants’Νaccounts,ΝtranscriptionΝwasΝgenerallyΝatΝaΝsemanticΝ
level and did not include prosodic or non-verbal elements of the recordings. It did however 
include all words spoken by both the researcher and participants, as well as false starts, 
notable pauses and meaningful non-verbal utterances. Wide enough margins were left at both 
sides of each transcript, in order to provide enough space for subsequent analytic comments. 
Upon transcription, all identifying details of participants and their clients were changed and 
each participant was assigned a fictitious name in order to maintain anonymity. 
Analytic Strategy 
The interviews were subjected to Interpretative Phenomenological Analysis, following the 
recommendations by Smith & Osborn (2008) and Smith et al. (2009). An idiographic 
approach to the analysis was taken beginning with the detailed examination of each interview 
transcript before slowly moving on to the examination of next cases and working up to more 
general categorisations (Smith & Osborn, 2008). The analysis consisted of the following 
steps: 
1) Several close and detailed readings of the first (and subsequently for each) transcript were 
made, in order to familiarise myself with, as well as obtain an in depth and holistic 
perspectiveΝofΝeachΝparticipant’s account. The first reading of each interview transcript 
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wasΝconductedΝinΝparallelΝwithΝtheΝlisteningΝofΝtheΝinterview’sΝaudio-recording, in order to 
immerseΝmyselfΝdeeperΝintoΝeachΝparticipant’sΝmental,ΝemotionalΝandΝsocialΝworld.Ν 
2) At this stage, I attemptedΝtoΝimmerseΝmyselfΝinΝtheΝparticipant’sΝlifeworld.ΝInitialΝthoughtsΝ
and comments were noted using the left margin of the transcript. Exploratory commenting 
wasΝ conductedΝ viaΝ descriptiveΝ (focusingΝ onΝ theΝ contentΝ andΝ meaningΝ ofΝ participant’sΝ
words), linguisticΝ(concernedΝwithΝparticipant’sΝuseΝofΝlanguage)ΝandΝconceptualΝ(focusingΝ
onΝ theΝ contextΝ ofΝ participant’sΝ experience,Ν andΝ adoptingΝ aΝ moreΝ interpretativeΝ andΝ
interrogative stance) notes. Initial impressions, associations and interpretations, as well as 
similarities within individual accounts were also noted, although care was taken to stay 
close to the original text and its meaning.  
3) In this part of the analysis, the emergent data and exploratory comments were clustered 
into identifying and representativeΝ themesΝ ofΝ participants’Ν experiences,Ν whichΝ wereΝ
checkedΝ againstΝ participants’Ν accountsΝ andΝwereΝ notedΝ downΝ theΝ rightΝmarginΝ ofΝ eachΝ
transcript. Caution was exercised, in order to capture the essential quality of the account 
and achieve data reduction, whilst maintaining complexity and staying grounded in the 
text itself. At this stage, the analysis took an iterative form involving a close interaction 
with the text and I found myself immersed in the data constantly moving back and forth 
between parts and wholesΝandΝtryingΝtoΝseeΝthingsΝfromΝtheΝparticipant’sΝframeΝofΝreferenceΝ
(Finlay, 2014; Smith et al., 2009).  I also found myself struggling to balance empathic 
interpretationΝwithΝsuspiciousΝinterpretation,ΝenteringΝparticipant’sΝworld,ΝwhilstΝpositingΝ
critical questions. IΝwasΝthereforeΝΝoperatingΝwithinΝtheΝ‘hermeneuticΝcircle’,ΝwherebyΝIΝ
had to re-organise the whole transcript into meaningful parts grounded in the text, only to 
subsequentlyΝintegrateΝtheΝpartsΝintoΝaΝmeaningfulΝwhole,ΝrepresentativeΝofΝparticipant’sΝ
account (Smith et al., 2009) (This process is demonstrated in an extract from a transcript 
that can be found in Appendix 9).  
4) The emergent themes were then listed on a sheet of paper in chronological order of 
appearance within the text. These were closely examined and, interconnections and 
patterns between themes were identified adopting a more analytical and theoretical 
ordering. Meaningful connections between emergent themes were sought via 
‘abstraction’,Ν ‘subsumption’,Ν ‘polarisation’,Ν ‘contextualisation’,Ν ‘numeration’Ν andΝ
‘function’Ν(seeΝSmithΝetΝal.,Ν2009).ΝThe themes were then condensed and clustered together 
toΝproduceΝaΝmainΝlistΝofΝ‘subthemes’.ΝFrom theΝmainΝ‘subthemes’Νidentified,ΝsomeΝofΝthemΝ
wereΝ clusteredΝ together,Ν andΝ aΝ smallerΝ numberΝ ofΝ ‘superordinate’Ν themesΝ wasΝ thenΝ
produced. At this stage, a summary table of the emergent themes was produced including 
theΝ provisionallyΝ identifiedΝ andΝ labelledΝ ‘superordinate’Ν themesΝ andΝ clusterΝ ofΝ
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‘subthemes’,ΝaccompaniedΝbyΝbriefΝextractsΝfromΝparticipantΝaccountsΝplusΝreferencesΝonΝ
the page number and line of the transcript of selected extracts.  During this stage, 
‘subthemes’Ν thatΝ wereΝ notΝ representativeΝ ofΝ participant’sΝ experiences,Ν wereΝ notΝ
characterised by sufficient richness and depth, or exhibited a weak evidential base were 
dropped from the analysis. ThisΝ finalΝ clusteringΝofΝ ‘subthemes’ΝwasΝ carefully checked 
against the transcript, in order to ensure that it was grounded in and representative of 
participant’sΝ actualΝ wordsΝ (forΝ anΝ exampleΝ ofΝ aΝ tableΝ ofΝ superordinateΝ themesΝ andΝ
subthemes from one participant, see Appendix 10). 
5) This stage involved moving on to the next case and repeating the same process for each 
interview.ΝKeepingΝinΝlineΝwithΝIPA’sΝidiographicΝnatureΝasΝtoΝhonourΝeachΝparticipant’sΝ
individuality, everyΝ possibleΝ attemptΝwasΝmadeΝ toΝ ‘bracket’ assumptions and findings 
deriving from previous cases.  
6) The final stage of the analysis consisted of searching for patterns across cases, whilst 
stayingΝrespectfulΝtoΝbothΝconvergencesΝandΝdivergences,ΝwithinΝandΝbetweenΝparticipants’Ν
accounts. Again this stage involved me moving back and forth between parts and wholes, 
as well as between various analytic stages. At this point, the individual summary table of 
eachΝparticipant’sΝaccountΝwasΝcutΝandΝpasteΝ intoΝWordΝ filesΝonΝ theΝcomputerΝandΝwasΝ
printed on individual pieces of papers. The prints were then constantly moved around in 
an attempt to compare, organise and condense the produced themes. By comparing the 
themesΝ acrossΝ cases,Ν aΝwholeΝ newΝ setΝ ofΝ reconfiguredΝ andΝ relabelledΝ ‘subthemes’Ν andΝ
‘superordinate’Ν themesΝ wasΝ produced,Ν representativeΝ ofΝ participants’Ν subjectiveΝ
experiences and accounts. At this stage, a fellow counselling psychologist, as well as my 
external supervisor, were both involved, in order to cross-reference and achieve 
‘triangulation’Ν ofΝ findings,Ν thusΝ enhancingΝ theΝ project’sΝ validity. A final table of 
‘superordinate’Ν themesΝ andΝ ‘subthemes’Ν wasΝ thenΝ producedΝ includingΝ illustrativeΝ
participant extracts, as well as the page and line references for each quote (the final table 
of superordinate themes and subthemes for the group can be found in Appendix 11).  In 
line the recommendations of Smith (2011) for IPA studies with over eight participants, a 
second table was also produced indicating the prevalence of identified themes across 
participant interviews, and thus enhancing validity of findings (the table of recurrent 
themes can be found in Appendix 12).  
In the last stageΝofΝtheΝanalysis,ΝaΝnarrativeΝaccountΝofΝparticipants’ΝsubjectiveΝexperiences,ΝinΝ
theirΝownΝwords,ΝandΝtheΝresearcher’sΝ interpretativeΝactivityΝwasΝproduced.ΝInΝsomeΝcases,Ν
false starts and extraneous words that were not considered particularly meaningful were 
edited out, in order to enhance text legibility and flow. In the verbatim extracts from 
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interviews,ΝellipsisΝpointsΝ…ΝindicateΝpausesΝinΝparticipants’ΝflowΝofΝspeech,ΝwhilstΝellipsisΝ
pointsΝ withinΝ squareΝ bracketsΝ […]Ν indicateΝ omittedΝ text.Ν Lastly, text that appears within 
parenthesis (text) has been added for clarificatory purposes. Key notation at the end of each 
extractΝindicatesΝtheΝparticipant’sΝpseudonym,ΝfollowedΝbyΝtheΝtranscript’sΝpageΝnumber(s)Ν
andΝtheΝpage’sΝlineΝnumber(s). 
 
Findings 
Overview  
The present section outlines and discusses the four superordinate themes, as emerged from 
theΝanalysisΝofΝparticipants’Νaccounts.ΝTheΝpresentationΝofΝtheΝemergentΝsuperordinateΝthemes 
attemptsΝ toΝ tellΝ theΝ storyΝ ofΝ participants’Ν narratives,Ν asΝ itΝ was naturally and contextually 
unfolded in their accounts. It is therefore organised in terms of the temporal moments and 
developmentalΝ contextΝwithinΝwhichΝparticipants’Ν experiences,Νmeaning-making processes 
and actions took place (see Smith et al., 2009).  
TheΝ firstΝ superordinateΝ themeΝ entitledΝ ‘The Threat’Ν refersΝ toΝ theΝ ‘what’Ν participantsΝ
experienced as a rupture in the therapeutic relationship. The second superordinate theme 
entitledΝ‘The Struggle’ΝdescribesΝtheΝ‘how’,ΝmeaningΝtheΝwaysΝandΝdynamics,Νthrough which 
rupturesΝwereΝmanifested.Ν TheΝ thirdΝ superordinateΝ themeΝ entitledΝ ‘The Meaning-Making’Ν
attemptsΝ toΝ highlightΝ participants’Ν attemptsΝ toΝ retrospectivelyΝmakeΝ senseΝ ofΝ andΝ findΝ anΝ
answerΝasΝtoΝtheΝ‘why’ΝrupturesΝoccurred.ΝLastly,ΝtheΝlastΝsuperordinateΝthemeΝentitledΝ‘The 
Resolution’ΝfocusesΝonΝtheΝ‘when’ΝtherapeuticΝrupturesΝwereΝrepairedΝsheddingΝlightΝontoΝtheΝ
ways therapists employed to overcome them, as well as onto the impact of rupture resolution 
upon the therapeutic process and relationship.  
Each superordinate theme contained a set of interrelated and often overlapping subthemes 
representingΝparticipants’Νexperiences,ΝasΝportrayedΝinΝtheirΝaccounts.ΝBothΝconvergencesΝandΝ
divergencesΝwereΝobservedΝbetween,ΝasΝwellΝasΝwithinΝparticipants’Νaccounts, highlighting the 
complexity and richness of their experiences, as well as the dynamic and often contradictory 
process of meaning making. Each subtheme will be discussed in turn, demonstrated by 
supportingΝ quotationsΝ fromΝ participants’Ν accountsΝ andΝ accompaniedΝ byΝ theΝ researcher’sΝ
interpretative analysis (for a summary table of the emerged superordinate themes and 
subthemes, see Table 2). 
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Superordinate Themes Subthemes 
Superordinate Theme 1: 
The Threat 
1. Withdrawal 
2. Breakage 
3. Misattunement 
Superordinate Theme 2: 
The Struggle 
1. Power Issues 
2. The Dilemma 
3. Negative Emotionality 
Superordinate Theme 3: 
The Meaning-Making 
1. Interpersonal Dynamics 
2. Intrapsychic Dynamics  
3. Individual Vulnerabilities 
4. Timing/ Pacing of Interventions 
Superordinate Theme 4: 
The Resolution 
1.  The Way Out 
2.  The Therapeutic Transformation 
3.  The Learning Experience 
Table 2: Summary Table of Superordinate Themes and Subthemes 
 
Superordinate Theme One: The Threat 
TheΝfirstΝsuperordinateΝthemeΝportraysΝparticipants’ΝperceptionsΝandΝexperiencesΝofΝrupturesΝ
manifested within the therapeutic dyad. Regardless of the form and shape of ruptures, they 
were experienced as threatening, albeit at times unavoidable, to the therapeutic endeavour. 
Three subthemes emerged, which represented three interconnected and complementary views 
and definitions of ruptures. Interestingly, therapeutic ruptures were conceptualised as 
essentially intersubjective, relational acts, co-created and co-experienced by both therapists 
and clients, as opposed to distinct client behaviours.  
Subtheme One: Withdrawal  
Participants’Ν accountsΝ revealedΝ thatΝ rupturesΝ wereΝ oftenΝ perceivedΝ andΝ experiencedΝ byΝ
therapists in the form of silence, avoidance and detachment.  
Rose explains that ruptures may be often characterised by subtle, almost unnoticeable 
changesΝinΝtheΝtherapeuticΝinteractionΝfollowingΝaΝtherapist’sΝcommentΝorΝinterventionΝthatΝ
the client does not identify with, and therefore silently opposes to it by becoming 
unresponsive or covertly disregarding it: 
“At times this might be just a small rupture and it might not even be noticed. It might 
just be noticed in the very brief silences that follow a comment I make, that it didn’t 
make any sense to the client and he just disregarded it.” (Rose, 3, 20-22) 
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For George this silence and withdrawal is experienced as threatening and hindering to the 
therapeutic process, as things left unsaid seem to create distance giving rise to negative 
feelings and sensations: 
“It’s the unspoken, which creates confusion, avoidance, anger, walls, distance. I think, 
actually, in therapy that’s the worst thing, the worst I don’t like to, you know, it’s not 
about good or bad but it’s, um, this is what makes things more difficult.” (George, 3, 
17-19) 
George’sΝ descriptionΝ evokesΝ theΝ imageΝ ofΝ anΝ impenetrableΝ fortress.Ν TheΝ raisedΝ walls,Ν
accompaniedΝbyΝtheΝwordsΝ‘avoidance’ΝandΝ‘distance’ΝvividlyΝportrayΝaΝsenseΝofΝdetachmentΝ
and separation between therapist and client, whereby they cannot reach each other 
experiencingΝ confusion,Ν asΝwellΝ asΝ anger.Ν TheΝ repetitionΝ ofΝ theΝ phraseΝ “theΝworstΝ thing”Ν
highlightsΝtheΝmagnitudeΝofΝGeorge’sΝdiscomfortΝwhenΝitΝcomesΝtoΝdealingΝwithΝsuchΝtypesΝofΝ
ruptures in the therapeutic relationship. In spite of acknowledging that withdrawal may be a 
natural phenomenon in the therapeutic process, he genuinely admits to his difficulty in 
dealing with it.  
StellaΝechoesΝGeorge’sΝwords,ΝinΝtermsΝofΝtheΝwithdrawalΝandΝdetachmentΝexperiencedΝwhenΝ
working with a particularly withdrawn and challenging client: 
“And let's say, as a metaphor, I would feel that I was very far from this client. Um, and 
for him, I would feel that he was in the bubble that we, we were talking before, um, and 
not expressing his true self. So not being able to actually, he would, I think, that's very 
common with clients being on their heads and not their senses and not into their bodies 
and not into their emotions.” (Stella, 7, 13-17) 
TheΝmetaphorΝ ofΝ theΝ “bubble”Ν surroundingΝ theΝ clientΝ alsoΝ vividlyΝ highlightsΝ theΝ level of 
separationΝ andΝ distanceΝ betweenΝ therapistΝ andΝ client.Ν AccordingΝ toΝ Stella,Ν theΝ client’sΝ
disconnection from his emotions, senses and body is mirrored in the disconnection between 
them which seems to be going both ways. She feels withdrawn from the client, unable to 
reach him, whilst the client appears trapped in his bubble and mind, cut off from and unable 
to express his true self.  
AtΝtimesΝtheΝmagnitudeΝofΝtheΝclient’sΝwithdrawalΝandΝdetachmentΝappearsΝtoΝfrustrateΝandΝ
exhaust the therapist who appears to experience a sense of purposelessness, as Sara eloquently 
describes: 
“I remember that for a long time in therapy, my, I had an image of a huge mountain 
that would never be moved; it would always be there and, um, I think rupture came at 
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a point where I really was tired of trying to, um, I don’t, with my little shovel try to 
slowly scrape the mountain, you know.” (Sara, 6, 10-13) 
SaraΝparallelsΝtheΝclient’sΝsufferingΝtoΝaΝhugeΝmountainΝthatΝcannotΝbeΝmoved.ΝTheΝcontrastΝ
betweenΝ theΝ client’sΝ stucknessΝ andΝ immobility,Ν andΝ theΝ therapist’sΝ desperateΝ attemptsΝ toΝ
achieve the unachievable with limited means resembles the image of the battle between David 
and Goliath. With the odds being against her, Sara gradually and unavoidably experiences 
exhaustion by theΝclient’sΝwithdrawalΝmanifestedΝasΝaΝruptureΝinΝtheirΝtherapeuticΝrelationship. 
Elaine also portrays the embodied and physical manifestation of withdrawal between 
therapist and client, signalling the occurrence of a therapeutic rupture: 
“[…] But, but it was then and I knew when there was a rupture because he was, he 
would go, he would disappear […] He would move away like I did, so we were both 
go, physically as well, I mean we wouldn’t leave our chairs but, you know, you could 
see him going backwards.” (Elaine, 10, 8-12).  
Therapist and client both appear to be moving away from each other, both physically and 
symbolically. Their body language mirrors the magnitude of their mutual withdrawal and 
seems to speak in itself of what remains unspoken between them.  
Subtheme Two: Breakage 
In contrast to ruptures which are experienced in the form of withdrawal and are characterised 
by subtlety, silences, detachment, participants also described more intense and overt forms of 
ruptures characterised by tension, aggressionΝandΝaΝ‘breakage’ΝofΝtheΝtherapeuticΝboundaries, 
frame and relationship.  
Quoting the Greek philosopher Heraclitus who views war in general and fire in particular as 
the beginning of the universe and creation, Maria parallels therapeutic ruptures with war:  
“[Clears throat] Um, how would I define ruptures? Um I think it is, I’m thinking of 
Heraclitus [laughs]  who said that the beginning of all is war. And war meaning, um, a 
rupture, where there is this flash, where the flame is created. And so, um, even if they 
are difficult for me, um, I, I feel that they are very useful when they come. So rupture 
can be […] Um, rupture can be, um [pause] disagreeing on the logistics of therapy; 
time, money, um, sequence, all this, boundaries, in general or can be a  person who can 
become angry for, for, for, um, for my reaction or a question or, um, that I do.” (Maria, 
2, 10-19) 
Just like fire has both the capacity for destruction, as well as creation, ruptures may take 
violent forms with destructive consequences, but can also allow for rebirth from the ashes. 
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Every war is characterised by painful losses, as well as opportunities for new beginnings. In 
that sense, ruptures are perceived as both destructive and useful. According to Maria, such 
ruptures may take the form of disagreements over the therapeutic contract, violations of 
therapeuticΝboundariesΝorΝaggressivenessΝtowardsΝaΝtherapist’sΝintervention. 
Likewise, Angela perceives ruptures as hostile and aggressive client behaviours manifested 
against the therapist or against the therapeutic endeavour in general:  
“I don't know anything could go wrong. They can hit you, they can leave, storm out of 
the door, they can shout at you, um, what else?” (Angela, 3, 1-2) 
George vividly describes the constant tension experienced in the therapeutic relationship with 
one of his clients:  
“[…] There is tension in the relationship and if I don’t manage that, it can be a rupture, 
very easily with her… I mean sometimes I have found myself being on the border with 
her. One wrong, um, one wrong manipulation of mine, therapeutic manipulation and 
we can have problems...or I can, she can even terminate or get distant or whatever.” 
(George, 14, 26-31) 
Just like an active volcano which is ready to erupt at any time, George appears to be walking 
on eggshells with this particular client. He feels that he must constantly monitor and contain 
his therapeutic interventions, otherwise the therapeutic encounter may escalate into a full 
blownΝruptureΝleadingΝtoΝtheΝclient’sΝwithdrawalΝorΝprematureΝtermination.ΝGeorge’sΝhesitantΝ
speech, as well asΝtheΝrepetitionΝofΝtheΝwordsΝ“oneΝwrongΝmanipulation” possibly mirror his 
tentativeness and restraint with this client triggered by his fear and anxiety that the tension in 
the relationship may easily lead to a violent and irreparable rupture.    
InΝ contrastΝ toΝ Maria’sΝ accountΝ thatΝ seemsΝ toΝ viewΝ rupturesΝ asΝ possibly destructive yet 
immenselyΝuseful,ΝbothΝMia’sΝandΝJohn’sΝaccountsΝappearΝtoΝfallΝatΝtheΝoppositeΝsideΝofΝtheΝ
spectrum perceiving ruptures as fundamentally irreparable and unfixable: 
“I think rupture is a very strong word. Um... and it’s, it feels like... so even 
irreparable, so I don’t know; it’s like breaking a glass and trying to put the pieces 
back together. You will never make it.” (Mia, 3, 12-14) 
“[…] But sounds as if rupture is something, you know, unfixable. Something breaks, 
something ruptures you know, and it’s; the way I, I hear it, um, so my, for example, I 
don’t know, my mind would go somewhere, um, like, um, I'm just trying to think of an 
example. You know, a client not, for whatever reasons, I would say not, not coming 
back. So something as, what's the word, severe?” (John, 4, 27-31) 
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Mia and George both appear to perceive ruptures, or what they personally conceive as rupture, 
as severe, intense, unfixable and irreparable. By paralleling ruptures with a broken glass, they 
highlight the irreversibility of the event and the implausibility of reparation, as in the case of a 
client’sΝprematureΝtermination.Ν 
Subtheme Three: Misattunement 
In addition to ruptures experienced in the form or withdrawal or breakage, most participants 
also provided experiences of ruptures characterised by a mutual misattunement between the 
members of the therapeutic dyad. This misattunement was evident in moments of 
miscommunication and misunderstanding, asΝportrayedΝinΝJohn’sΝaccount: 
“And since we are talking about ruptures, I don't know, perhaps bringing 
communication into the equation and since I'm saying, you know, “I got that message 
from her” but obviously as things followed and happened, I suppose my message was 
incorrect; my, the perception of the message was incorrect, whether she didn't make it 
clear or I misunderstood it, well I couldn't tell.” (John, 12, 13-17) 
JohnΝexplainsΝtheΝwayΝaΝ“message”ΝsentΝbyΝtheΝclientΝwasΝincorrectlyΝinterpretedΝandΝdecodedΝ
by himself leading to miscommunication. He then wonders and self-reflects on whether he 
perceived the message incorrectly or whether the client was not explicit with regards to her 
intentions.Ν InΝ anyΝ case,Ν itΝ seemsΝ hardΝ toΝ separateΝ eachΝ participant’sΝ contributionΝ inΝ theΝ
interaction and John seems to be placing equal responsibility to both himself and the client 
for the miscommunication occurring between them.  
Similarly, George describes moments of tension and miscommunication between himself and 
his clients, whereby a client misinterprets an intervention or action or he himself fails to adopt 
an empathic stanceΝandΝremainΝappropriatelyΝattunedΝtoΝtheΝclient’sΝworld: 
“I think ruptures can be […] the tension but when I say tension I mean, you know, kind 
of misunderstandings, difficult to communicate, when I say something and the client, 
um, kind of misinterprets, misinterprets, what I’m saying; um, he or she thinks that I 
might want to put him down or that I’m, I’m doing an attack or maybe I recognise in 
myself, sometimes I kind of might be, my spot might not be appropriate, you know, it 
might be more angry or more distant or more, yeah; or maybe not so empathic, let’s 
say. Um, but I think yeah, I think it’s in the communication.” (George, 2, 21-29) 
RoseΝ echoesΝ George’sΝ wordsΝ takingΝ fullΝ responsibilityΝ forΝ theΝ occurrenceΝ ofΝ therapeuticΝ
ruptures due to her inabilityΝtoΝremainΝattunedΝtoΝtheΝclient’sΝinternalΝword: 
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“Um, it seems to me that a rupture takes place whenever, um… [long pause] I fail to 
be attuned to the client’s internal world. Um… [pause] um… [pause] so there are 
moments that this deeper connection with his world, um, fails and something, and, and 
in those moments, I lose my deeper understanding of what he’s saying, of what he feels 
and either, um, and I respond in a way that it is not attuned to his needs.” (Rose, 3, 14-
18) 
According to Rose, ruptures can thus take the form of misattunement that can compromise 
the deeper connection between therapist and client. In these moments of misattunement, she 
feelsΝ thatΝsheΝ losesΝherΝabilityΝ toΝ followΝclients’Ν spokenΝcommunication,ΝsynchroniseΝwithΝ
their emotional states and respond to their needs.  
Sara also elegantly describes the experience of the lack of connection between the members 
of therapeutic dyad:  
“(When there is connection) I feel like I am doing my work. I am allowed to do my 
work, because, and I think, um, before I mentioned something about trying to kind of 
like find a connection as if in a phone line, you know, like being there struggling on the 
telephone [laughter]. Um, so, if there is no connection, um, yes, I often feel that I can’t 
work. Um, and of course I am trying to use that in therapy and to work with it, but I 
think the feeling is that, that, um, I am less touched, so there is no space for me […] 
Yes, I feel, um, it feels strange sometimes. Um, it makes me wonder “Ok, so what, if 
there is no connection, what, what am I doing here”? or “What am I being asked to do 
here? [ ...] Am I asked to be a witness?”” (Sara, 2 & 3, 37 & 1-11) 
In her account, Sara parallels the telephone connection with the therapeutic connection. When 
the telephone connection is good, communication runs smoothly. Likewise, when there is 
connection with the client Sara feels that her therapeutic work is enabled and facilitated. On 
the contrary, when the telephone connection is bad communication is significantly 
compromised. Similarly, when Sara is faced with miscommunication and disconnection in 
the therapeutic relationship, she struggles significantly. She finds herself less present in the 
therapeutic encounter and less touched by the client, experiencing a sense of purposelessness 
and meaninglessness, and feeling like an outsider, a bystander rather than an active participant 
in the therapeutic relationship. 
Superordinate Theme Two: The Struggle 
The second superordinate theme highlights the intense struggle participants engaged in, as a 
result of ruptures in the therapeutic relationship. Specifically, ruptures were followed by 
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struggles in the form of heightened power and control issues, significant ethical and 
professional dilemmas, as well as an electrifying negative emotionality.  
Subtheme One: Power Issues 
All participants appeared to experience intense power issues in relation to ruptures, whereby 
both therapists and clients attempted to control each other, as well as the therapeutic 
relationship. Power imbalances took different forms and shapes, which appeared to 
significantly compromise the therapeutic endeavour. In the following extract, Sara vividly 
describes the uneasiness and discomfort she experienced with a male client since the 
beginning of therapy due to the client’sΝattemptsΝtoΝcontrolΝtheΝtherapeuticΝrelationship,ΝasΝheΝ
tends to do in his intimate relationships with others in his life: 
“I think a part of me from the beginning felt a little bit, a little bit at the edge of my 
seat. It was, I wasn’t completely relaxed within that relationship […] Because I think 
that, um, that I sensed that he needed to have control in my relationship, as well […] I 
felt a bit like walking on eggshells and, um, and I felt a bit that he was trying to put me 
in a position where I had to prove in each session my worth as a therapist. So, um, but 
in a kind of way where he was “Ok, do your, let me see your magic here”, but at the 
same time, “Don’t do too much of magic because, you know, like I can’t take it”.” 
(Sara, 15, 2-15) 
Sara appears rather pressured to perform and prove her worth as a therapist to the client who 
attempts to recreate his familiar pattern of relating to women with Sara, in order to provoke 
herΝ andΝ gainΝ control.ΝTheΝ expressionΝ “walkingΝ onΝ eggshells”Ν illustratesΝ the magnitude of 
Sara’sΝtentativenessΝandΝdiscomfortΝwithΝtheΝsituation,ΝinΝanΝeffortΝtoΝperformΝtoΝtheΝstandardsΝ
set by the client. At the same time this seems as a rather implausible task, as the attempts to 
strike aΝ‘happyΝmiddle’ΝbetweenΝtheΝchallengeΝsetΝbyΝtheΝclientΝandΝherΝprofessionalΝroleΝseemsΝ
toΝhitΝaΝdeadΝendΝdueΝtoΝtheΝclient’sΝinabilityΝtoΝwithstandΝandΝmakeΝuseΝofΝherΝtherapeuticΝ
interventions.  
Similarly, Rose recounts her experience of a therapeutic rupture with a male client who 
attempted to control the therapeutic encounter through overtly trashing the therapy, whilst 
idealising spiritual activities: 
“[…] After a year and a half in therapy, we had entered into a period where, um, he 
was very openly attacking therapy. Therapy was useless, I was useless, um, 
psychotherapy does not capture the essence of human beings. And he was bringing in, 
um, ideas from, um, other spiritual activities he engaged in and he compared therapy 
and our work to these spiritual activities and he was trashing our work and he was 
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idealising the spiritual things […] Um, so my countertransference was so intense with 
this, um, patient, that I hadn’t realised that, um, I had entered into a kind of competition 
with him. Because I found myself lecturing about the importance of psychotherapy. 
Trying to convince him about the benefits of our work [laughter].” (Rose, 10, 4-17) 
The client appears to be masterfully attempting to devalue the therapist and their 
psychotherapeutic work, in order to remain in control and gain power. Both therapist and 
client engage into a fierce competition of who is going to dominate. Unable to contain her 
strongΝ countertransferenceΝ reactions,Ν RoseΝ seemsΝ toΝ beΝ fallingΝ intoΝ theΝ client’sΝ ‘trap’Ν byΝ
desperately trying to convince him about the benefits of their work together. As also indicated 
by her nervous laugh, Rose retrospectively appears mindful of her unsuccessful efforts that 
yet at the time probably appeared as the sole means of regaining control of the situation.  
Angela talks about the power imbalance manifested in the therapeutic relationship between 
herself and a male client due to their gender difference: 
“There was no way I could handle my fear, as a young woman […] and vulnerability, 
I was very vulnerable, as a young woman. He was a man, he was probably a strong 
man, that was my fantasy, you know, and [...]  and I felt like a vulnerable young child, 
actually. So my healthy adult was not present at all in that session, I don't think.”  
(Angela, 3 & 4, 35-36 & 1-7) 
Previously, Angela has explained her decision to terminate therapy with this particular client 
due to his anger management issues that left her feeling frightened and uncontained. This 
extract portrays the immense fear and vulnerability triggered in Angela by her client. The 
power imbalance between the members of the therapeutic dyad is vividly highlighted by the 
graphic language employed in the contradictory descriptions of   herself and the client. In 
Angela’sΝeyes,ΝtheΝclientΝappearsΝasΝaΝpowerful, strong man, whereas her self is experienced 
as a vulnerable, young woman. Later on she actually describes herself as a vulnerable, young 
child stressing even more her weakness, defencelessness and powerlessness. Importing 
clinical terminology from Schema Therapy, Angela stresses the way the “vulnerable child” 
almost entirely eliminates herΝ “healthyΝ adult”Ν renderingΝ herΝ completelyΝ disarmedΝ inΝ theΝ
therapeutic interaction.   
Christina highlights another interesting power imbalance between herself and the client, 
namely that of their difference in their financial status that significantly seems to be 
influencing the therapeutic interaction. Prior to this extract Christina spoke about her 
difficulty to address with her client the issue of frequent cancellations, as well as her difficulty 
to charge her for the missed sessions, even though the issue had been explicitly discussed in 
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their original therapeutic contract. In the extract below, Christina attributes the reasons behind 
her reluctance to the financial inequality existing between them: 
“Generally, she is a powerful woman, um, financially or she appears to be anyway. 
Or, you know, she has a sort of an air about her that’s very, sort of powerful financially. 
Um, unlike me at the time that I was struggling quite [laughs]  a lot financially and so, 
you know, an income and a stable income was really important for me and I guess I 
was very, I was  scared. I was scared to discuss it with her because I felt that money… 
money was a, um, a theme that kept re-emerging in, in our sessions. And I felt that, I 
don’t know, I felt, um, I didn’t feel real confident addressing that with her.” (Christina, 
5, 24-30) 
Christina seems to portray an image of her client as financially powerful and of herself as 
financially powerless.ΝTheΝrepetitionΝofΝtheΝwordΝ“powerful”ΝinΝtheΝdescriptionΝofΝtheΝclient,Ν
asΝ opposedΝ toΝ theΝ repetitionΝ ofΝ theΝ wordΝ “scared”Ν inΝ theΝ descriptionΝ ofΝ herselfΝ seemsΝ toΝ
highlight even more the contradiction between them, as well as the sense of powerlessness 
and inferiority experienced by the therapist in relation to the client. Christina admits to being 
financially dependent on her client, and yet struggles to bring up the issue of missed 
appointments, perhaps as a result of her fear of appearing needy or angering the client. 
Interestingly, in her narration Christina alternates between present and past tense suggesting 
that she possibly still re-experiences the past struggle in the therapeutic relationship.   
In the case of Stella the power imbalance between herself and the client seems to be triggered 
by their health status and physical appearance: 
“She had Turner disease, it's a disease with chromosomes, and so on…, um…, I think 
that it could have been, as well, that I was young, healthy, let's say, how someone looks; 
ok, you have someone with Turner's disease, they have a spider neck, they have, you 
know, the physical appearance. Um, I remember her telling me that I’m young, for 
example.” (Stella, 14, 6-9) 
In her account, Stella illustrates the power dynamics, as they unfolded between herself and 
an older, female client with a chronic illness. She specifically gives a graphic description of 
theΝclient’sΝphysicalΝappearanceΝandΝhighlightsΝtheΝcontradictionΝbetweenΝthemΝinΝtermsΝofΝ
looks and age. The client is therefore depicted as older and physically deformed, as opposed 
to the therapist who is depicted as young and healthy. It is possible that the obvious power 
differential between them gave rise to negative comparisons and feelings within the client, 
which she possibly attempted to counteract by attempting to control and criticise the therapist 
for her young age and thereby limited experience.  
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Subtheme Two: The Dilemma 
During the manifestation of therapeutic ruptures, most participants experienced powerful 
personal, ethical and professional dilemmas, as to the best course of action they should 
follow, in order to manage and resolve them. For example, in the extract below, Stella speaks 
about her indecisiveness with regards to openly addressing ruptures with clients:   
“And that's a call, as well. How honest you want to be in the relationship, it’s a harsh 
call for the therapist because you're not sure when the person is r eady. Ok, you can, 
let's say, feel it but you never know how they're going to react and how they're going 
to take it.” (Stella, 10, 26-28) 
Stella seems to be faced with a significant dilemma between her wish to openly explore 
ruptures with clients and her uncertaintyΝonΝclients’ΝlevelΝofΝreadinessΝtoΝconfrontΝit.ΝΝSheΝisΝ
thus forced to rely on her intuition, in order to make an informed judgment call, which 
neverthelessΝentailsΝaΝcertainΝlevelΝofΝriskΝwithΝregardsΝtoΝtheΝclient’sΝpossibleΝreactions.Ν 
Maria also gives a representative description of a dilemma surrounding a rupture with a client 
who was constantly demanding a rescheduling of sessions, albeit for fairly valid reasons:  
“Um, but, um, I, I was always, always, most of the times, I was finding myself with, in 
a great dilemma; what to answer to him; “Would it be a yes or would it be a no? Would 
it be a, um, with, um, under conditions? ‘Yes’ under conditions?” But or, it was like, 
you know, negotiating all the time with myself and with him, as well […]  There was, 
yes, there was a battle, yes, yeah. And I think that the inner battle was getting, um, 
bigger when, um, until we finally tried to discuss it and stay more on it, in therapy; 
when it was opened up and he stayed on, on this subject […]” (Maria, 5, 19-27) 
Maria describes a state of constant negotiation and rumination in relation to the situation. She 
appears torn between the decision to give in to orΝrefuseΝtheΝclient’sΝdemands.ΝTheΝrepetitionΝ
ofΝtheΝwordΝ“battle”ΝhighlightsΝtheΝintensityΝofΝherΝstruggle with both her inner self, as well 
as with the client. An ideal solution to the matter does not seem to appear and the battle only 
seems to tone down when bringing it out and openly discussing it with the client.   
Mia was also forced to make a judgment call with regards to the preferred course of action, 
in order to manage an emerged rupture manifested in the form of herΝ client’sΝ intenseΝ
withdrawal: 
“[…] It was so obvious that, that incident had shaped all of his future years, that it was 
a pity not to explore it further. But at the same time exploring it for him, was going to 
open up the can of worms that he wasn’t even considering addressing. So, you know, I 
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said “What’s the point of putting him in a position if it is going to make more harm 
than good?” Um […] He was afraid of what he was going to, he was afraid of what 
was going to come out and also he was afraid of, um, how he would see himself 
afterwards and also, possibly,  how I was going to see him. So he didn’t want us to 
develop an image of him that he didn’t like.” (Mia, 13, 6-16) 
The client has briefly spoken about a significant life event, but has subsequently and 
categoricallyΝrefusedΝtoΝfurtherΝexploreΝit.ΝMia’sΝdilemmaΝseemsΝtoΝbeΝcentredΝonΝherΝclinicalΝ
judgmentΝasΝaΝtherapistΝandΝherΝhumaneΝrespectΝforΝtheΝclient’sΝexplicitΝwish. On the one hand, 
MiaΝconsidersΝtheΝparticularΝeventΝasΝcriticalΝforΝtheΝclient’sΝdevelopmentΝandΝdifficulties.ΝSheΝ
therefore regrets the missed opportunity to further explore and work on it. On the other hand, 
the client appears to be dreading the consequences of such an exploration that could possibly 
shatter his self-image and identity. Mia carefully balances the two options and makes an 
informedΝchoiceΝtoΝgiveΝpriorityΝtoΝtheΝclient’sΝwish,ΝasΝopposedΝtoΝherΝprofessionalΝcuriosity.Ν
Given the time limitations of brief therapy that she has previously mentioned, in combination 
withΝtheΝethicalΝdangerΝofΝ“doingΝmoreΝharmΝthanΝgood”,ΝsheΝthereforeΝdecidesΝnotΝtoΝ“openΝ
theΝcanΝofΝworms”,ΝwhichΝsheΝandΝtheΝclientΝwouldΝhaveΝpossiblyΝnotΝbeenΝableΝtoΝcontain.  
In the extract below, Sara eloquently portrays the magnitude of her dilemma framing a 
rupture,ΝwherebyΝ sheΝ feelsΝ positionedΝ inΝ aΝ “doubleΝ bind”ΝwithΝ regardsΝ toΝ theΝ appropriateΝ
therapeutic action she should take with a particular client, doubting her clinical judgment and 
professional role: 
“She was suffering, but she was definitely not going anywhere [laughs], you know, and, 
and that, that also made a lot of sense for her, the fact that I realised retrospectively 
not to move […] So, so I think that, um, so I think that, that she was also placing me in 
a sort of a double bind; you know; if I didn’t do anything I was just validating the fact 
that she is useless and that her life is a complete mess, that is, you know; if I did do 
something, you know, to help her, then that meant that she had to keep up […] It was 
quite threatening and then she didn’t want to do that either, so, so… And I think that, 
um, I was so determined to try [laughs]  that at some point, I suppose I, she has to face 
me and say “look, I just don’t want to do it” [laughter]” (Sara, 11 & 12, 26-33 & 1-3) 
The client appears to be suffering, but refuses to move further and make progress in therapy. 
AtΝtheΝtime,ΝSaraΝfeelsΝcompelledΝtoΝdoΝsomething,ΝinΝorderΝtoΝalleviateΝtheΝclient’sΝdistressΝ
but findsΝherselfΝtrappedΝinΝaΝ‘noΝwin’Νsituation.ΝOnΝtheΝoneΝhand,ΝsheΝfearsΝthatΝaΝpotentialΝ
inactivityΝfromΝherΝpart,ΝwillΝbeΝperceivedΝasΝlackΝofΝsupport,ΝreinforcingΝherΝclient’sΝsenseΝofΝ
uselessness and inadequacy. On the other hand, she imagines that a potential activity and 
willingness to help on her behalf may be perceived as threatening by the client who does not 
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appear ready to move. Either way, Sara feels like hitting a wall and the resolution to her 
dilemma appears to come from the client herself who finally explicitly expresses her wish to 
stay a bit longer in her suffering before moving on.  
Subtheme Three: Negative Emotionality 
All therapists faced with ruptures in the therapeutic relationship appeared to substantially 
struggle with negative emotionality ranging from milder, subtle emotions to more intense, 
overwhelming emotions.  
BothΝMia’sΝandΝGeorge’sΝaccountsΝillustrateΝtheΝemotionsΝarousedΝinΝthemΝbyΝtheΝencounterΝ
with two rather withdrawn and disengaged clients:  
“I felt disengaged. I think I was bored… um… I think that, that’s the first thing that I 
recall; I was, I felt very bored during the sessions and I felt that the sessions were very, 
very, very long [laughter][…]Sometimes…yawning at sometimes.” (Mia, 16, 2-4) 
“He did not want to talk about feelings, he didn't want. He told me straight that I don't 
want to talk more about this. So actually I felt, as well, very detached and defensive 
and angry and disappointed and I found no meaning of working with him […] I lost my 
interest and slowly, gradually I struggled with, between being there and not being 
here.” (George, 5, 22-27) 
In the first extract, Mia describes her experience with a rather detached and unresponsive 
client. The client appears to be triggering her own detachment, giving rise to immense 
boredom, reflected in her experience of the sessions as endless and physically embodied in 
herΝoccasionalΝyawning.ΝInterestingly,ΝMia’sΝpaceΝofΝspeechΝinΝthisΝextractΝisΝcharacterisedΝbyΝ
frequent and prolonged pauses, as if mirroring her sessions with the client at the time.  
Similarly, George recollects his emotional experience with a client who was rather reluctant 
toΝexpressΝandΝworkΝwithΝhisΝfeelings.ΝTheΝclient’sΝwithdrawalΝelicitsΝinΝGeorgeΝaΝmixtureΝofΝ
negative and uncomfortable feelings ranging from detachment and disappointment to 
defensiveness and anger. These feelings gradually seem to become overwhelming leading 
George to experience a sense of meaninglessness and purposelessness. His therapeutic 
presence appears to be substantially compromised, as he struggles to remain attuned in the 
here-and-now of the therapeutic relationship.  
SaraΝechoesΝGeorge’sΝexperienceΝbyΝdescribingΝherΝsenseΝofΝinvalidationΝandΝfrustrationΝwithΝ
a client who would refuse to make use of her therapeutic interventions:  
“And I, I felt like, you know this game snakes and ladders? I felt that I had been 
swallowed by, I had just climbed a ladder and then in the next block there was a snake 
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which took me back to square one. And I felt, um…um, I don’t remember this word in 
English; I think a part of me felt… invalidated. And, um, and also very, very troubled 
and upset by thinking that “Ok, so we’re not going to use the key. So what? We’re stuck 
here?”” (Sara, 7, 17-23) 
TheΝevokedΝmetaphorΝofΝtheΝgameΝ‘snakesΝandΝladders’ΝgivesΝusΝaΝpowerfulΝimageΝofΝSara’sΝ
experience at the time, whereby she momentarily felt that she was moving forwards with the 
client only to be thrown back to square one experiencing a sense of invalidation, 
purposelessness and stuckness.   
Elaine and Christina also provide vivid descriptions of their anxiety once faced with 
therapeutic ruptures: 
“I was very aware, I was very anxious, I was, I don’t think it was obvious but I was 
shaking, um, inside I’m going to lose him.” (Elaine, 5, 24-25) 
“I was very anxious, um, that was a physical. That was, I remember the, I was sat...we 
were sat, you know, opposite each other and when she started sort of shouting and 
being sort of being angry, I felt like my heart was like sort of, um, like somebody put 
pressure around my heart and as though my heart jumped in my mouth a bit. I was like 
“Oh shit now, she’s going to think that or she’s going to misunderstand”. And, you 
know, I was scared momentarily that she wasn’t going to understand the underlying 
meaning that I was trying to bring; about this thing, about what was going on.” 
(Christina, 12, 20-26) 
BothΝextractsΝillustrateΝtheΝmagnitudeΝofΝtherapists’Νanxiety,ΝwhichΝisΝembodiedΝinΝtheΝformΝ
of intense physical sensations, such as shaking, heart pressure and palpitations. Anxiety also 
appearsΝtoΝbeΝgoingΝhandΝinΝhandΝwithΝfear.ΝElaine’sΝfearΝseemsΝtoΝbe triggered by the prospect 
ofΝlosingΝtheΝclient,ΝwhileΝinΝtheΝcaseΝofΝChristina,ΝfearΝseemsΝtoΝbeΝelicitedΝbyΝtheΝclient’sΝ
extreme anger, as well as the possibility of the client misunderstanding the motive behind and 
the meaning of her therapeutic interventions. 
Rose, also describes her intense emotional and physical experience with a client, following a 
rather challenging interpretation from her part: 
“Um… she, I think she didn’t speak for like five, seven minutes? And, and I could feel 
the tension building up in the room and actually I started shaking. As, you know, I 
was realising that “Oh, my god, I said something, um, horrible to her and, and it was 
too much and something is boiling now here and an explosion is about to take place”. 
And I was very much, um, scared, um, um, so in that moment I started feeling that, 
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obviously, her, her anger, that she’s, she’s afraid of her anger and I was very much 
afraid of her anger.” (Rose, 6, 4-10) 
Rose’sΝ interventionΝ isΝ followedΝbyΝ theΝclient’sΝprolongedΝ silenceΝand it feels like there is 
tension in the air, thick enough to be cut through with a knife. Rose appears kind of regretful, 
as well as mindful of the possibility that her intervention has angered the client. She feels like 
beneath the silence between them, there is accumulated tension, as if an explosion is about to 
takeΝplace.ΝItΝsoundsΝlikeΝsheΝcanΝalmostΝfeelΝtheΝclient’sΝangerΝinsideΝherΝrenderingΝherΝscaredΝ
of what may follow.  
InΝtheΝcaseΝofΝAngela,ΝtheΝclient’sΝangerΝisΝsoΝintenseΝthatΝleavesΝherΝentirely immobilised, 
unable to think clearly and act therapeutically: 
“And in the session he was so, so angry and I was in such a panic and I just, I, I, I 
could not deal with my anger, with my panic, actually, with my feelings [….] He was 
verbally aggressive and I remember I was sitting near the door and all I was thinking, 
I wasn't mindful at all, I wasn’t present, all I was thinking was “Ok, if he tries to hit 
me, I'm going to rush out of the room” […] I was scared. And anyway, at some point 
the session ended, I can't remember if we did the whole session or if I decided to end it 
earlier, but after that…and I was so scared that I decided I wasn't going to see him 
again.” (Angela, 3, 22-31) 
TheΝclient’sΝaggressionΝelicitsΝAngela’sΝpanicΝleavingΝherΝcompletelyΝuncontained. She comes 
acrossΝasΝthreatenedΝandΝintimidatedΝbyΝtheΝclient’sΝbehaviour,ΝgenuinelyΝscaredΝforΝherΝownΝ
safety and wishing to escape in order to protect herself from a possible attack. This state of 
panic naturally places her in a state of defence cutting her off from the therapeutic interaction. 
The event appears to have traumatised her, as indicated by her compromised memory of that 
particular session, as well as her decision to terminate therapy with that particular client.  
Superordinate Theme Three: The Meaning-Making 
Following the manifestation of ruptures in the therapeutic relationship, all participants 
appeared to engage in an intense effort to make sense of and attribute meaning to the reasons 
that gave rise to them. For most participants, this process of meaning-making and self-
reflection was only achieved after gaining some distance from the interaction, as opposed to 
whilst being engaged in the maladaptive way of relating. Supervision, personal therapy and 
individual self-reflection were all mentioned as immensely helpful in the process of meaning-
making highlighting the powerful and emotionally charged dynamics surrounding therapeutic 
ruptures.  
  
113 
 
Subtheme One: Intrapsychic Dynamics 
All participants appeared to make sense of ruptures in terms of turbulent and entrapping 
transference and countertransference dynamics that often compromised their ability to think 
clearly and act therapeutically.  
Angela offers a representative account of the function and impact of these dynamics, from 
her experience as a qualified schema therapist:  
“I think the rupture is usually triggered when the client’s schemas may trigger some of 
the therapist’s schemas or something in the therapist. This is when the problems arise 
and, actually this could happen quite frequently but if the therapist is not aware of their 
own schemas and the impact of whatever is going on…on their own schemas, at the 
time when it’s happening, um, they cannot, this is when the problem, this is when the 
rupture happens.” (Angela, 2, 15-19) 
AngelaΝ stressesΝ theΝwaysΝ clients’Ν schemasΝ interactΝwithΝ therapists’Ν schemasΝgivingΝ riseΝ toΝ
problems in the therapeutic relationship. She, however, emphasises the importance of the 
therapist’sΝ self-awareness in the here-and-now in relation to his/her schemas, in order to 
contain or prevent ruptures from escalating. Therefore, whilst Angela refers to the mutual and 
intersubjective contribution of both members of the therapeutic dyad to the manifestation of 
ruptures, she appears to be placing much more responsibility to the therapist, in terms of self-
awareness and self-containment.  
Elaine’sΝ andΝChristina’sΝ extractsΝ alsoΝ illustrateΝ theirΝ understandingsΝ andΝmeaning-making 
processes of ruptures in terms of transference and countertransference dynamics threatening 
the interaction between therapist and client: 
“We had a working alliance, sort of, a very brief one, but I think it went into the 
transferential relationship extremely quickly and I think in his life he sort of like he’s 
in a transferential fog, so, you know, he’s kind of that’s why he sees people all the time 
as and they very clearly always react as in if the father and mother was there.” (Elaine, 
3, 38- 42) 
“I think that in some sort of structural aspects, perhaps of the personality I was a bit 
similar. I mean, I always feel, I always believe as a principle that, um, when we hate a 
client, when we find them difficult is because they are mirroring aspects of ourselves.” 
(Christina, 16 & 17, 36 & 1-2) 
In the case of Elaine, the transferential relationship appears to be unfolding rather quickly 
threatening the working alliance. TheΝclientΝcomesΝacrossΝasΝoftenΝ‘blinded’ by the strong 
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transference reactions behaving in his interpersonal interactions, as well as in the therapeutic 
relationship as if his parents were present. This seems to be compromising his ability to see 
and connect to the therapist as a real person leading to alliance ruptures. 
Similarly,ΝChristinaΝcomplementsΝElaine’sΝaccountΝbyΝbringingΝtoΝtheΝtableΝherΝunderstandingΝ
of the significanceΝofΝ theΝ therapist’sΝ countertransferenceΝ inΝ theΝmanifestationΝofΝ ruptures.Ν
Referring to the case of a female client that was characterised by constant ruptures and ended 
unsuccessfully, she speaks about her strong countertransference reaction, as underscored by 
theΝuseΝofΝ theΝverbΝ“hate”.ΝAccordingΝ toΝChristina,ΝherΝcountertransferenceΝwasΝstemmingΝ
from her strong similarity with the client, in terms of some core personality traits. It seems 
like the client was mirroring her own unacknowledged vulnerabilities leaving her 
overwhelmed and uncontained.  
Sara also provides her personal experience of the ways strong transference-
countertransference dynamics may coerce the therapist into a dysfunctional way of acting and 
reacting: 
“I think that what happened between the two of us was that, um, I had…also because 
she was, as I said, a very lovely girl, so part of me responded to her and really wanted 
to help her. And also, because she was coming from a very abusive family, so, um, I 
think that I went too quickly into this protective role of this corrective parent; that “I 
will be the right parent for you, the parent that your parents could never be”. Um, and 
she very wisely showed me, retrospectively looking at it now, that -there was of course 
“I am valuing that”- she was not there, she, she we needed to understand something 
first; we needed to do something else first before she could, um, move on and do what 
I thought that she should do.” (Sara, 7 & 8, 36-37 & 1-6) 
Prior to the selected extract, Sara has spoken about her attempt to offer practical support to 
her client by informing her on a job vacancy. To her surprise, the client refused, and the event 
led to a rupture in their previously solid therapeutic relationship. In this extract, Sara attempts 
to make sense of her therapeutic stance and behaviour at the time, which was quite 
uncharacteristic of her normally non-directiveΝ styleΝ ofΝ work.Ν ItΝ seemsΝ likeΝ herΝ client’sΝ
personality, as well as abusive family background triggered in Sara strong parental feelings 
rendering her eager to provide the client with a facilitative environment and a corrective 
emotional experience, in order to compensate for previous parental failures. Unfortunately, 
Sara’sΝ eagernessΝ toΝ helpΝ pushesΝ herΝ intoΝ offeringΝ practicalΝ solutions as opposed to being 
emotionallyΝ attunedΝ toΝ herΝ client’sΝ needsΝ atΝ theΝ time.Ν TheΝ clientΝ explicitlyΝ expressesΝ herΝ
dissatisfaction by turning down her offer, a sign that Sara retrospectively interprets as the 
client’sΝwishΝtoΝexploreΝandΝunderstandΝsomeΝthings emotionally before moving into an action 
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stage.Ν ItΝ appearsΝ thatΝ Sara’sΝ deep-seatedΝ wishΝ toΝ becomeΝ theΝ ‘goodΝ enough’Ν parentΝ
unintentionally coerced her into behaving like a rather oppressive and demanding parent 
herself, therefore re-enactingΝtheΝclient’s traumatic experience with her parents and causing 
a rupture in the therapeutic relationship. 
Rose perceives strong, negative countertransference reactions towards her client as leading 
her to make a rather inappropriate intervention that severely compromises the therapeutic 
relationship and injures the client:  
“Um, and, um, and, that she felt that my comment was very intrusive and very 
frightening and, um, and quite violent. Um, so for her in that moment I became the 
abusive father who could not connect with any part of her; could not really sense how 
it feels for her to experience all this abuse and he was just doing whatever he wanted. 
And, um, fearing the anger, I became the abuser. Exactly what she was scared of. She 
was afraid that if she unleashed this anger, she would become abusive. I was afraid of 
the anger, I became abusive with my interpretation and she got scared of me. She felt 
very much threatened.” (Rose, 6, 20-27) 
This extract is highly illustrative of the way relational patterns with significant others are 
replayed and re-enacted in the therapeutic relationship in the form of transference and 
countertransferenceΝdynamics.ΝRose’sΝintenseΝanxietyΝandΝfearΝofΝherΝclient’sΝaggressiveΝpartΝ
appear to overwhelm her leading her into making a rather abusive interpretation that at the 
timeΝ servesΝ herΝ ownΝ ratherΝ thanΝ herΝ client’sΝ needs.Ν UnableΝ toΝ containΝ herΝ overwhelmingΝ
feelings, she attempts to protect herself and regain control of the interaction through her 
intervention. She therefore unwillingly reincarnates in her face all those qualities of the 
abusive father who disregards, intrudes and violates the client, leaving her even more 
threatened, scared and traumatised.  
Subtheme Two: Interpersonal Dynamics 
Apart from intrapsychic dynamics, participants' accounts also revealed their intense attempts 
to reflect on and attribute meaning to therapeutic ruptures in relation to maladaptive 
interactional patterns between the members of the therapeutic dyad, whereby they found 
themselves interlocked in dysfunctional relational dynamics, from which they found it 
extremely hard to disengage. 
George explains the ways in which two different clients elicit different responses from him, 
according to their particular way of relating and interacting: 
“There is flow, there is flow and actually, exactly what exists with this client that did 
not exist with the other one, is that there is a relationship and she’s taking part in the 
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relationship, she’s not detached. So, that helps me not being me, not being detached, 
as well. Because if the other client is like this, then he triggers also my own 
detachment.” (George, 20, 23-26) 
In the case of the first client, ruptures are often manifested in the form of disagreements, but 
are subsequently resolved due to the client’sΝ activeΝ participationΝ andΝ engagementΝ inΝ theΝ
therapeuticΝrelationshipΝthatΝcounteractsΝGeorge’sΝtendencyΝtoΝwithdrawΝwhenΝproblemsΝarise.Ν
On the contrary, in the case of the second client ruptures usually take the form of withdrawal. 
TheΝclient’sΝwallingΝoffΝappearsΝtoΝbeΝalsoΝtriggeringΝGeorge’sΝemotionalΝdetachmentΝcausingΝ
stagnation and avoidance, as opposed to flow and connection in the therapeutic relationship.   
Maria,ΝalsoΝprovidesΝaΝvividΝaccountΝofΝtheΝwayΝaΝclient’sΝcontrollingΝbehaviourΝcoerces her 
into adopting a submissive behaviour, which entraps both of them in a rather unfulfilling and 
problematic interactional pattern:  
“I realised it when there was this, there was a continuous, um, expectation, a request. 
I mean it was ok to transfer a session because, we, um, he couldn’t make it. Not, not 
because of the panic attacks, because there were many other, um, reasons. But when, 
when he was asking for a second time to transfer the same session or to do it Skype, or 
whatever, um, this was making me feel disrupted. It, I felt, you know, that it was 
bothering me to do all this, um […] It was like he was asking more than I could give. 
So this was the starting point, I think […] [laughter]  I was thinking, you know, that 
he’s using me, that he’s using my kindness. Um, that I may be more lenient than, um…, 
you know, than expected.  Um, it was like he was shaking up my professional identity. 
Because I was doing things that I wouldn’t do for other clients […] Like he was, yes, 
um, he was getting special treatment. And he was asking for more and more and more. 
If I was saying yes, he would ask for more.” (Maria, 4, 4-22) 
ItΝappearsΝthatΝtheΝclient’sΝconstantΝrequestsΝforΝtransferringΝandΝre-scheduling of sessions has 
gradually become a solidified pattern in the therapeutic encounter that puzzles and torments 
Maria.ΝAlthoughΝinitiallyΝwillingΝtoΝaccommodateΝtheΝclient’sΝrequestsΝinΝtheΝcaseΝofΝvalidΝ
reasons, she is gradually starting to experience disruption and annoyance by the repetitive 
and pressurising demands that seem to be placing her in a state of inconvenience. Maria feels 
that her client keeps asking her for more than she can give leaving her drained and resentful. 
Progressively, she feels used and exploited by the client whom she perceives as taking 
advantage of her kindness and lenient behaviour. Despite her feelings towards the client, 
Maria also appears rather resentful of herself for being over-accommodating and giving this 
client special treatment. This realisation seems to be shattering her professional identity and 
self-image as a therapist who is able to manage such behaviours and treat clients equally. 
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Maria seems to be caught in a disabling relational pattern, whereby every time she submits to 
theΝ client’sΝ demand,Ν heΝ comesΝ backΝ forΝ more, becoming even more controlling of their 
interaction.Ν TheΝ repetitionΝ ofΝ theΝ wordΝ “more”Ν whenΝ referringΝ toΝ theΝ client’sΝ requests,Ν
highlightsΝtheΝmagnitudeΝofΝtheΝclient’sΝgreediness,ΝasΝwellΝasΝMaria’sΝsenseΝofΝhelplessnessΝ
and frustration.  
In contrast to MariaΝwhoΝappearsΝtoΝbeΝsubmittingΝtoΝherΝclient’sΝattemptsΝtoΝcontrolΝher,ΝRoseΝ
appearsΝtoΝbeΝadoptingΝaΝmoreΝdomineeringΝstyle,ΝinΝresponseΝtoΝherΝclient’sΝattacks: 
“So, in this period he comes for a session, um, and, and the rupture is there, obviously, 
and he comes fifteen minutes earlier. Um, so I open the door and that was a client that, 
he was pushing the barriers, uh, the boundaries, a lot, so, I was very much aware that 
I had to be very firm and keep the boundaries. But, anyway, I opened the door and I 
tell him in a very abrupt and domineering way that he is very early and that he needs 
to come back in fifteen minutes. And I closed the door […] Um, so he comes in, fifteen 
minutes later, shouting, um, “How rude I am, how horrible I am, um, I am the worst 
therapist he has ever worked with”.  Um [long pause] and that he’s never coming back. 
Um, and no matter how much I tried to, um, to sort of give a meaning to what was this 
about… I did try, but it was too late.” (Rose, 11, 2-16) 
Rose describes a rather turbulent relationship with her client, whereby ruptures are perceived 
toΝbeΝmanifestedΝinΝtheΝclient’sΝattemptsΝtoΝviolateΝtheΝtherapeuticΝboundaries.ΝSheΝthereforeΝ
decidesΝ toΝadoptΝaΝratherΝfirmΝstanceΝandΝrespondsΝtoΝ theΝclient’sΝattacksΝthrough counter-
attacking, as opposed to recoiling. Unfortunately, her domineering and controlling reactions 
appearΝ toΝ beΝ triggeringΝ theΝ client’sΝ rageΝ andΝ resentmentΝ leadingΝ himΝ toΝ theΝ decisionΝ toΝ
terminate therapy. It seems like both members of the dyad are interlocked in an attacking and 
defensive relational pattern that deprives them from the opportunity to further explore the 
underlying meaning and emotions of the client. 
Later on, Rose reflects on their relational pattern acknowledging her responsibility and 
attempting to retrospectively make sense of what has actually occurred: 
“I was very much aware that it was a countertransference reaction and I did know that 
I should, um, I should not react on it. But I could not [laughs]. Well, as I said he’s a, 
he, he, he was perverse, he was sadistic and I was sadistic, um, and in this client group 
that’s the most intense and difficult part of the work. So it’s very difficult to disentangle 
yourself from the perverse way of interacting. And the perverse individual knows that 
what he’s doing is not right, but he chooses to go on with it. And I chose to go, um, I 
chose, in quotes, but I could not reframe from enacting this very sadistic part.” (Rose, 
11, 26-34)  
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Rose appears extremely aware of her strong countertransference towards her client, yet 
unable to contain it and restrain herself from acting it out. It almost sounds as if a higher force 
was pulling her, compelling her to re-enact a dysfunctional and destructive pattern of 
interaction. According to Rose, the client’sΝsadismΝandΝperversionΝelicitedΝstrong,ΝsadisticΝ
feelings within her that, despite her high self- awareness, were impossible to be controlled in 
practice.ΝΝRose’sΝuseΝofΝstrongΝlanguage,ΝasΝwellΝasΝhesitantΝandΝrepetitiveΝspeechΝandΝnervousΝ
laughter appear to highlight the intensity and uneasiness of the interaction, whilst her 
generalisationΝandΝplacementΝofΝ theΝclientΝ intoΝ“thisΝclientΝgroup”ΝpossiblyΝunderscoreΝtheΝ
magnitudeΝofΝtheΝtherapist’sΝchallenge,ΝasΝwellΝasΝinabilityΝtoΝdisentangleΝherselfΝfrom this 
maladaptive relational pattern.  
Subtheme Three: Individual Vulnerabilities 
In their attempts to make sense of and give meaning to therapeutic ruptures, all participants 
referredΝ toΝ therapists’Ν andΝ clients’Ν personalΝ vulnerabilitiesΝ thatΝ oftenΝ ledΝ to ambivalent 
feelings and reactions, and resulted in maladaptive intrapsychic and interpersonal dynamics. 
Christina’sΝ financialΝvulnerabilityΝ forΝexampleΝappearsΝ toΝhaveΝ triggeredΝanxiousΝ feelings,Ν
and to have compromised her ability to address her client’sΝ inconsistencyΝ inΝ termsΝ ofΝ
attendance maintaining the pre-existing rupture in the therapeutic relationship:  
“Absolutely I was contributing (to the rupture), absolutely. Because I think, maybe, if 
I was in less financial need at the time, maybe I would have found it easier to address 
it. Obviously my anxiety was partly fuelled about...by, by losing the client. By clashing 
with her and then her, um, either her thinking that I see her... Because, I mean, she 
was, she is, she is a source of income for me, but this is not the only thing that I see 
with this person.” (Christina, 7, 28-33) 
Christina honestly and explicitly acknowledges her contribution to the rupture highlighting 
the mutuality characterising the therapeutic relationship. She appears to make sense of her 
reluctance to explicitly address the rupture between herself and the client in relation to her 
actual financial dependence upon the client, as well as her fear of being misunderstood by the 
client. Christina fears that openly addressing her client’sΝinconsistentΝattendanceΝinΝrelationΝ
to her patterns of relatedness may escalate into an overt confrontation, which may lead the 
client to feel that the therapist sees her as a source of income and result in therapy termination. 
Christina does admit that losing the client does equate with a loss of income, but at the same 
time asserts that the client means much more to her implying that her loss would also have 
an emotional cost for her.   
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Stella on the other hand, describes her experience of the way her physical vulnerability while 
she was still in training interfered with her acting therapeutically with one of her clients at 
her counselling placement: 
“I wasn't ready to and not as developed, let's say, as a therapist to deal with my inner 
self. So what we are actually talking about now is how I am as a person, yes, um, saying 
that yeah, well yeah, saying that when that happened, um, when I was working at this 
I was working with chronic illnesses, at this setting […] one of the group of people that 
I was seeing, was Turner’s. At that year, I was diagnosed with an auto-immune 
condition. Um, I was recommended by a few people to change my setting, to do 
something… And now that I'm thinking about it, what we were discussing about feeling 
weak, feeling, you know, um, to be honest it was something I was actually experiencing 
at that time. Like, I started facing my own, weakness, at that point. Randomly, it 
happened, um, and to be honest it's not fair, but the fact that the setting and what 
happened to me personally were combined, helped me a lot to develop as a therapist.” 
(Stella, 16, 4-18) 
Stella initially understands the difficulties experienced with that client in relation to her 
inexperience, immaturity and limited personal development at the time, whilst working at a 
rather challenging setting for chronic illnesses. She subsequently refers to her own diagnosis 
withΝaΝchronicΝillness,ΝwhilstΝworkingΝwithΝpeopleΝsufferingΝfromΝTurner’sΝdisease.ΝItΝseemsΝ
like at that point, she came in touch with her own weakness and vulnerability, as if she was 
in a parallel process with her client. Stella chose to disregard the recommendations to change 
theΝ settingΝ ofΝ herΝ placement,Ν asΝ itΝ wasΝ ‘tooΝ closeΝ toΝ home’,Ν perhapsΝ overestimatingΝ herΝ
therapeutic power and ability. She retrospectively acknowledges that the combination of the 
setting, her diagnosis, and her trainee status at the time enabled her professional development, 
but perhaps at the expense of the client,ΝasΝindicatedΝbyΝtheΝuseΝofΝtheΝphraseΝ“it’sΝnotΝfair”,Ν
which perhaps implies a sense of regret and guilt.  
Rose’sΝ accountΝ complementsΝ Stella’sΝ experienceΝ byΝ highlightingΝ theΝ wayΝ herΝ fragileΝ
therapeutic identity during a transitional period of her life rendered her particularly vulnerable 
as a therapist: 
“Probably the part of me that facilitated the whole incident, um, was the part of me 
that did not feel secure in my own role. Um, um, I began seeing this client soon after I 
returned to Greece and I, and it was a period that I felt extremely vulnerable, as a 
therapist. I could not speak in Greek, I was looking for the words, um, only English 
words were coming to my mind, so my own therapeutic identity was very shaky, um, 
and it was very easy for him and easy for me to feel humiliated. And, um, so, um, I was 
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caught up in this. I did feel humiliated and useless [laughs] […] Um, and exactly 
because my therapeutic identity was not, um, very strong at that time, I think I didn’t 
have the capacity to reflect on this, um, um, in a way I think I took it personally, 
although it wasn’t personal. So I somehow, I had to defend myself, although I knew 
that I wasn’t attacked personally.” (Rose, 12, 14-28) 
Rose recollects the period, during which she returned from the UK to live and work in Greece. 
At the time she felt extremely anxious, vulnerable and insecure as a therapist, which was also 
mirrored in her struggle to think and speak therapeutically in the Greek language. Rose 
appearsΝ toΝmakeΝ senseΝofΝ herΝ pronenessΝ toΝ herΝ client’sΝ constantΝ attemptsΝ toΝdiminishΝ andΝ
humiliate her in relation to her unstable and shaky identity at the time. It seems like the 
client’sΝsadisticΝtendenciesΝwereΝtappingΝintoΝherΝownΝfragilityΝmakingΝherΝfeelΝuselessΝandΝ
invalidated. Her vulnerability appears to be clouding her ability to reflect on the interaction 
andΝcoercesΝherΝintoΝinterpretingΝtheΝclient’sΝreactionsΝasΝpersonalΝattacks,ΝagainstΝwhichΝsheΝ
must defend herself. 
 Apart from their own vulnerabilities as therapists, participants also appeared to make sense 
ofΝrupturesΝinΝrelationΝtoΝclients’Νvulnerabilities, mainly in relation to certain personality traits, 
relational difficulties, ambivalent feelings and conflicting needs.  
InΝtheΝextractΝbelow,ΝMariaΝrepliesΝtoΝherΝclient’sΝhostilityΝwithΝtransparencyΝandΝimmediacy.Ν
The disclosure of her personal feelings appears to be taking the client aback: 
 ““Are you saying that you have feelings for me”? And I said “Yes, I am saying that I 
have feelings for you”. And she was, she was surprised [laughs] and it was the first 
time that she actually heard it. Even if I was, you know, um…putting it into the therapy 
six months ago. Um, and she, you know, she was surprised, she said, um, “You can’t 
do that; you can’t have feelings for me”. Um, and actually this was the exact same 
thing that we were discussing all these six months, about her difficulty of intimacy, of 
going close to people, of, um, accepting other peoples’ feelings; good or bad. Um, 
about feeling trapped in loneliness and obliged to-to-to, um, to handle everything on 
her own.” (Maria, 12, 22-31) 
The client comes across as generally struggling with intimacy and closeness. She is therefore 
surprisedΝwithΝandΝdubiousΝaboutΝMaria’sΝself-disclosure. It seems like there has been a re-
enactment of her relational pattern in the therapeutic relationship, whereby she demonstrates 
limited capacity for closeness, relatedness and emotional contact. This pattern of relating 
entraps her into a vicious cycle of loneliness and self-reliance, which sabotages her intimate 
relationships outside therapy, as well as the therapeutic relationship in itself. 
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Sara offers a similar account of a male client who decided to end therapy prematurely: 
“[…] A part of him was craving intimacy because he didn’t have it and because he was 
tired of not having it and you know, um; because you see in his relationships, you know, 
being the saviour of  women in distress, as I used to say in supervision, you know, he 
was, he was feeling, maintaining a distance; you know, he was feeling not really being 
intimate, so I think that in therapy he brought both his need for real intimacy and I 
think that a part of him responded and engaged in therapy because, it was, it 
was...um...new and, and, um, maybe a positive experience for him to not be the one who 
has complete control and resists responsibility and you know, but to be taken care of, 
instead. At the same time, this was the exact thing that, that was a big challenge.” 
(Sara, 16 & 17, 29-36 & 1-2) 
Sara portrays her client as struggling between his craving and his dread for intimacy, between 
his need to be the saviour and his need to be saved. These two parts seem to be severely 
clashing with one another triggering in the client ambivalent and conflicting emotions. The 
part of the client that wishes for intimacy engages in the therapeutic relationship, is able to 
let go of the need for control and allows to be taken care of. On the other hand, the part of the 
client that fears intimacy maintains distance, resists closeness and attempts to control the 
therapeutic relationship, as Sara has previously mentioned. These conflicting parts of the 
client constitute a great therapeutic struggle, as they often sabotage the therapeutic process.  
RoseΝechoesΝSara’sΝexperience: 
“He needed to humiliate me; he needed to, um, um, put me down because I was very 
threatening for him. Um, he needed to destroy every possibility of therapy. Um, in a 
like Oedipus, in the Greek tragedy; he didn’t know his mother, yet, come on, on some 
level you must know she’s your mother. So you both know, but you don’t know. So he 
wanted to be in therapy to get to know himself, but at the same time he didn’t want to 
know about himself. So he, he had to destroy therapy somehow and we both did 
[laughter] and we destroyed it together because I couldn’t escape from this dynamic. 
He was re-enacting.” (Rose, 12, 1-8) 
LikeΝOedipusΝinΝtheΝGreekΝtragedy,ΝRose’sΝclientΝisΝportrayedΝasΝstrugglingΝbetweenΝhisΝwishΝ
andΝhisΝfearΝofΝ‘knowing’.ΝTheΝpartΝofΝhimΝthatΝdesiresΝtoΝreachΝself-awareness and catharsis 
brings him to therapy. On the other hand, the part of him that dreads that self-knowledge may 
have tragic consequences resists and sabotages the therapeutic process in order to protect the 
selfΝfromΝknowing.ΝTheΝurgeΝtoΝdestroyΝtheΝtherapy,ΝisΝmanifestedΝinΝtheΝclient’sΝattemptsΝtoΝ
humiliate the therapist who possibly impersonates the tool to awareness, which is experienced 
as extremely threatening by the client. In the end, the part that resists knowledge gets to 
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dominate, as it manages to entangle the therapist into a maladaptive relational pattern that 
eliminates any possibility for resolution and catharsis.  
Subtheme Four: Timing/ Pacing of Interventions 
In their accounts, participants also appeared to understand and make sense of the 
manifestation of ruptures in relation to the pacing of their interventions.The correct timing, 
andΝnotΝsoΝmuchΝtheΝcontent,ΝofΝtheirΝinterventionsΝwasΝdeemedΝasΝcrucial,ΝasΝRose’sΝaccountΝ
reveals: 
“Um, you know, it might have been a correct interpretation, but it was at the wrong 
time… So it was the wrong intervention, at the end of the day.” (Rose, 8, 11-14) 
According to Stella, rushing into a therapeutic intervention or leaving it for too late was 
perceived as associated with a therapeutic rupture that was hard to deal with:  
“Okay, yes, I left a few sessions to go by and then addressed it. I think if that space is, 
it's quite big, then it's quite hard.” (Stella, 15, 17-18) 
Similarly, John recollects his experience with a client, whereby the incorrect timing of his 
intervention is understood as leading the client to shut down: 
“I picked up the message, you know, “I'm ready”… “Let's go there” and perhaps 
maybe then, as you said, I just perhaps, I don't know, it's debatable, but I moved faster 
or deeper than she, I mean maybe she was willing to but at her pace or with her terms 
[…]  I played the music louder than she wanted or yes, I, I, I came along with some few 
more people who were not invited (to the party), for example.” (John, 11, 18-28)  
John grasps the opportunity given by his client in order to explore a core, deep-seated issue 
withΝher.ΝHeΝparallelsΝtheΝclient’sΝwillingnessΝtoΝtalkΝaboutΝthisΝissueΝtoΝanΝinvitationΝtoΝaΝparty.Ν
Unfortunately,ΝheΝretrospectivelyΝacknowledgesΝthatΝasΝaΝ‘guest’,ΝheΝgotΝslightlyΝcarriedΝawayΝ
by his excitement and somehow along the way he lost attunementΝwithΝtheΝ‘hostess’s’ΝwishesΝ
and needs. It sounds like he overestimated her level of readiness and underestimated her 
ambivalenceΝonΝtheΝmatter.ΝHeΝthereforeΝmovedΝfasterΝandΝdeeperΝintoΝtheΝclient’sΝworldΝandΝ
that was perceived as leading to her withdrawal, as she may have been ready for exploration 
but at her time and with her terms.  
Similarly, Rose explains how her decision to rush into an interpretation, was driven by pure 
anxiety and fear:  
“So it was that fear that pushed me to make, um, an interpretation. Um, and if, if I 
wasn’t afraid of her anger the way she was afraid of her anger, I would be able to be 
more attuned to her and realise that, you know, it’s not the right moment, um, she’s 
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doing all the work herself, I don’t need to intrude and say something. She’s working 
very well. She talks about things, she reflects on things, I don’t need to rush and make 
the connections for her. And obviously the only reason I rushed was that I was 
anxious.” (Rose, 6, 10-16) 
ScaredΝ ofΝ herΝ client’sΝ angerΝ and unable to contain the anxiety elicited in her, Rose loses 
attunementΝwithΝ herΝ clientΝ andΝ ‘violates’Ν herΝ personalΝworldΝ byΝmakingΝ aΝ valid,Ν yetΝ hasty,Ν
interpretationΝthatΝdisruptsΝtheΝclient’sΝprocessΝleadingΝtoΝaΝperceivedΝruptureΝinΝtheΝtherapeuticΝ
relationship.ΝHerΝinterpretationΝatΝtheΝtimeΝappearsΝtoΝbeΝservingΝherΝownΝratherΝthanΝherΝclient’sΝ
needs,ΝasΝitΝmomentarilyΝprotectsΝRoseΝfromΝherΝfearΝandΝanxietyΝatΝtheΝexpenseΝofΝtheΝclient’sΝ
process and feelings. 
In her account, Christina comments on the other side of the coin, whereby her fear and anxiety 
of clashing with her client led her to postpone addressing some relational dynamics in the here-
and-now at the expense of the therapeutic relationship: 
“Because it was an open-ended therapy and I was still building the, the alliance, I was 
still constructing the, the relationship, um, I’m not, you know, I was also aware of, you 
know, how immediate and how fast should I be very immediate. You know, within the 
first five sessions to talk about us. I don’t know, maybe that would have freaked her out 
[…] But I think it was also to do with the...it was a difference in technique, obviously, 
but I think I wouldn’t be entirely honest if I said that it had nothing to do, you know, 
with my personal discomfort, as well. Which, you know, it was accommodated very 
nicely in the open-ended frame of the therapy because then that meant that I did not 
have to do it immediately...I could have given it some time [laughter]” (Christina, 10, 
20-38) 
Christina originally makes sense of her reluctance and uncertainty to explicitly make 
reference to the problematic relational pattern between herself and her client to the nature and 
techniques framing open-ended, as opposed to time-limited therapy, as well as to her wish to 
protect herΝclient.ΝSheΝlaterΝgoesΝonΝtoΝadmitΝthatΝitΝisΝpossibleΝthatΝsheΝchoseΝtoΝ‘hide’ΝbehindΝ
her theoretical orientation and therapeutic frame in an attempt to save herself from the anxiety 
and discomfort that she was experiencing at the time. In essence, it sounds like she was buying 
herself some time, until she could feel ready and secure enough to confront her client.  
Superordinate Theme Four: The Resolution 
This last superordinate theme examines the area of rupture reparation and is comprised of 
three intertwined and supplementary subthemes. The first subtheme explores the unique ways 
participants employed in order to manage and repair ruptures. The second theme looks into 
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the impact of rupture resolution on relational and process dynamics, with subtheme three 
illuminating the learning experience that was acquired for both therapist and client through 
rupture and repair episodes within the therapeutic encounter.  
Subtheme One: The Way Out 
Participants gave interesting descriptions of the best ways to address and repair therapeutic 
ruptures that were often influenced by their theoretical stance, as well as clinical experience. 
Taken together, all these accounts appear to compose a fascinating tapestry of emotions, 
actions and interventions that may pave the way out of ruptures threatening the therapeutic 
endeavour.  
Angela comments on what she considers crucial in the management of ruptures, informed by 
her theoretical orientation as schema-therapist: 
“To be able to bring your healthy adult in the room. Because the, you know, the healthy 
adult can actually manage ruptures, not the angry child, not the vulnerable child, you 
know, whoever else… The healthy adult can manage all the different parts within you 
and you make different choices, in terms of how you manage or how you deal with the 
ruptures. You can choose to behave in a way that is healthy, respectful, um, repairing 
for the client because, like I was saying earlier, it is very important that we try to repair 
the unmet needs. So there is no point in, for the therapist, you know, to create a situation 
or something in the room that the client relives earlier experiences. The point is when 
you try to repair ruptures, it's also to do it in a way that is repairing in terms of the 
needs, as well. And this is what the healthy adult can do.” (Angela, 9, 28-38) 
Angela presents two antithetical parts that exist within her; the healthy adult versus the 
vulnerable/ angry child. When in charge, the healthy adult is able to contain intrapsychic 
dynamics and provide access to a repertoire of interpersonal behaviours. As a result, she feels 
capable of dealing with ruptures in a mature, healthy and facilitative way offering a reparative 
relationshipΝthatΝcanΝcompensateΝforΝclients’ΝunmetΝneeds.ΝOnΝtheΝcontrary,ΝtheΝvulnerable/Ν
angry child is portrayed as less mature and strong to deal with ruptures, and thus in danger of 
re-enacting painful as opposed to offering reparative experiences to clients. 
RoseΝalsoΝhighlightsΝ theΝ significanceΝofΝ theΝ therapist’sΝ abilityΝ toΝgainΝ someΝdistanceΝ fromΝ
maladaptive interactional patterns, reflect upon relational dynamics and take responsibility 
for therapeutic failures: 
“Not reacting, being aware all the time that what is happening, um, in the room, um, 
has a therapeutic meaning, um, it, um, it relates to the client’s history and be aware of 
that all the time and try to reflect on it. Um, being open, um, about it, um, taking 
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responsibility. Taking responsibility, it’s not the same with being, with feeling guilty or 
being apologetic. Um, for example, the fact that, um, my intervention was abusive to 
her, um, does not mean that in reality I was abusive to her […] If you are aware about 
the therapeutic significance of the rupture, um, and what, um, and what, and what it 
tells us about the client, then you don’t feel guilty because you know that one way or 
another, it would have happened.” (Rose, 15, 17-35) 
Rose stressesΝtheΝimportanceΝofΝtheΝtherapist’sΝself-awareness in relation to the therapeutic 
significance of ruptures. Self-awareness is portrayed as essential, in order to contain as 
opposed to acting out her internal reactions, as well as in order to contextualise and assign 
meaningΝtoΝtheΝruptureΝinΝrelationΝtoΝtheΝclient’sΝuniqueΝhistory,ΝasΝopposedΝtoΝviewingΝitΝasΝaΝ
loose, isolated event. This intense engagement in self-reflection allows Rose to contain her 
internalΝreactions,ΝrefrainΝfromΝtakingΝtheΝclient’sΝreactions personally, whilst at the same time 
assuming responsibility for the symbolic rather than the actual meaning of her interventions.  
In that way, she escapes from internalising guilt over emerging ruptures, which she views as 
unavoidable, uniquely tiedΝtoΝeachΝclient’sΝhistory,ΝalwaysΝholdingΝtherapeuticΝsignificanceΝ
and constituting opportunities for exploration.  
GeorgeΝechoesΝRose’sΝpointΝofΝviewΝonΝtheΝimportanceΝofΝself-reflection when it comes to 
dealing with ruptures: 
“Being reflective by speaking the truth, by speaking the unspoken, um, I think that’s 
the most important thing, not to, which is a challenge and, um, I think actually, it’s a 
kind of, um, a  very important, very important attitude of the therapist to be able to 
reflect and to be open and honest about what happens. I think that’s the most important 
thing, this will offer, maybe, offer a repair… If you are not reflective with yourself then 
you can’t explore this with the clients. So the first step is to be aware of what happens 
and second, to bringing it out; ok, you know, bring this in the therapy and reflect on 
the pattern.” (George, 22, 17-27) 
According to George, the therapist who engages in self-reflective practice can face and speak 
the truth. He seems to view reflection as a challenging but necessary therapist quality 
comprised of two complementary levels; internal reflection, in the form of internal self-
awareness, is portrayed as the first step towards rupture resolution, whereas external 
reflection, in the form of honesty and openness, is portrayed as the second step towards 
rupture resolution, which consists of bringing ruptures out in the open and exploring their 
therapeutic meaning with the client.  
John views this process of bringing ruptures out in the open as an essentially relational act, 
which involves two subjectivities engaging in a fruitful dialogue, each taking responsibility 
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for his/ her actions and collaboratively reflecting upon their mutual contribution to the 
interaction: 
“So, what you would do with that is actually bring it up, and by bringing it up you’re 
actually involving yourself into this and your interventions, in accordance of course 
with what’s happening with the client. So in a sense…[pause]…you’re coining it as 
acting out, so in a sense you’re not taking responsibility, in, again, that it’s part of what 
you would expect; in dealing with it, yes you are involving the relationship and 
engaging in that sort of dialogue with the client, in seeing, you know, what has been 
happening, why has this been happening, how have I contributed to this or, you know, 
what has happened in the interaction to bring about this acting out…” (John, 6, 29-36) 
WhatΝisΝimplicitΝinΝJohn’sΝaccountΝisΝtheΝintersubjectiveΝnatureΝofΝruptures.ΝIfΝrupturesΝareΝ
conceptualisedΝasΝ“actingΝout”,ΝtheΝwholeΝresponsibilityΝseemsΝtoΝbeΝfallingΝontoΝtheΝclient,Ν
whereas if ruptures are conceptualised as fundamentally relational acts, then both members 
of the therapeutic dyad hold mutual responsibility. According to John, by openly and 
congruently exploring ruptures in the here-and now, the therapist essentially acknowledges 
the mutuality of the therapeutic relationship. 
In their accounts, Elaine and Stella provide two illustrative examples of the value and function 
of immediacy and meta-communication in relation to rupture resolution: 
“It was very obvious I was anxious and I wanted to, to acknowledge it in order to be 
able to, you know, reconnect, um, and I felt feelings of extremely strongly when I was 
with him; um, I felt it was important to mention it, together with “I understand that, 
you know, you probably you’re not interested, you’re quite right”; but it’s important 
for me to tell you that I’m a human being, as well, and I do have feelings as you do and 
I used it consciously in order to, kind of, you know, in a sense as a modelling; “Ok, I’m 
therapist but I haven’t got everything strict or I don’t have everything fixed, so it’s 
important that you know that”.” (Elaine, 6, 7-23) 
“So I brought all of this into the room; like, “I feel that you are quite stressed and, you 
know, I know it's a new experience for you”, because he hadn't been to a therapist 
before, “but I feel that you try to keep your distance, as well, and you also try to put 
me on the spot light; that you expect something from me and you try to behave in a 
certain way and you want me to behave in a certain way and I wonder if you can see 
that”. And then we started discussing about how he's in the room and outside the 
room.” (Stella, 9, 31-36) 
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Elaine decides to openly self-disclose her anxiety to the client, as she feels that it is preventing 
her from truly connecting with him. By admitting her weakness and exposing her 
vulnerability, she is also consciously hoping to model to the client an alternative, more 
authentic and healthy pattern of relating, as well as to legitimiseΝherΝclient’sΝdisownedΝandΝ
suppressed feelings. Stella also uses immediacy, in order to address a therapeutic rupture. She 
initiallyΝ validatesΝ theΝ client’sΝ feelingsΝ andΝ experience,Ν andΝ subsequentlyΝ reflectsΝ onΝ the 
relational pattern that has developed between them, inviting the client for a joint exploration 
of his feelings and motives behind his actions. This approach seems to pave the way for the 
acquisitionΝofΝinsightΝintoΝtheΝclient’sΝpatternsΝofΝrelatingΝinΝand outside the therapy room.  
In this final extract, Rose also comments on the significance of immediacy and responsibility 
taking, in order to manage and repair ruptures: 
“Um, so I acknowledged that it was a mistake from my part and at, at that moment, I 
didn’t realise how much painful that was for her, um, and, um, and that I rushed into 
something that she wasn’t prepared to talk about, and that yes, indeed, at that moment 
I was, in a way, abusive as her father was. Um, in the beginning she said “So what 
now, just because you acknowledge your mistake, am I supposed to forgive you”? Um, 
and she was right. So we talked about the importance of, um, of being able to stay with 
her anger but at the same time preserve in her mind the idea, um, that it is possible for 
mistakes to take place. So we can both be angry and know, um, something about the 
other person’s intentions. Um, um she didn’t say anything about it but gradually she 
allowed herself to fall back into the session and, and she relaxed a little bit. So I think 
there was, we did something about this rupture.” (Rose, 8, 14-24) 
Rose openly acknowledges her mistake, takes full responsibility for the inappropriateness of 
herΝ intervention,Ν andΝ validatesΝ herΝ client’sΝ painΝ andΝ anger.Ν DespiteΝ herΝ client’sΝ initialΝ
reluctanceΝ toΝ forgiveΝ her,Ν Rose’sΝ genuineΝ andΝ non-defensive stance enables further 
exploration and fosters a process of mentalisation around the rupture event. In that sense, the 
rupture is used as an opportunity to provide a new relational and learning experience to the 
client that subsequently allows for reconnection and relaxation to take place.  
Subtheme Two: The Therapeutic Transformation 
Following the reparation of ruptures, all participants described a transformation in the 
therapeutic relationship, process and dynamics that had a radical impact upon both members 
of the therapeutic dyad. For John, the rupture event and its exploration provided a window 
intoΝ theΝclient’sΝcoreΝ issues,ΝasΝwellΝasΝunderlyingΝwishesΝandΝneeds.Ν ItΝalsoΝenhancedΝ theΝ
client’s sense of trust and safety within the therapeutic relationship, and reminded John of the 
significanceΝofΝ‘beingΝwith’,ΝasΝopposedΝtoΝ‘doing thingsΝto’ the client. It seems like the client 
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actually knew where she wanted to go, but needed to feel protected and secure before going 
further and deeper:  
“Well, I guess in retrospect, what we just said. Like that it opened this 
window...um…for us to discuss perhaps, you know, that, um, of course she, she wants 
to or she kind of; see it goes back to what we were saying back at the beginning. 
Perhaps she knows what, what she has to do but it's a matter of feeling trust and, um, 
comfortable going down that line and I suppose that’s, it can only take place, not 
through doing things but, you know, through the relationship and feeling protected in 
doing certain things.”  (John, 15, 21-26) 
For Maria, resolving a severe and prolonged rupture with a client had a beneficial effect on 
two important levels. Firstly, it brought greater equality in the therapeutic relationship.  Both 
she and the client took responsibility for their contribution in the rupture, and in that way the 
weight was lifted off her shoulders and shared with the client who became more responsible 
and accountable in their interaction:  
“So, um, so, you know, by discussing it, more than one sessions of course, um, it was 
like I was taking all the weight off me deciding for that and putting it between us and 
he, he took the responsibility of this. So it was like he was taking charge of his part.” 
(Maria, 7, 22-31) 
Secondly, the rupture resolution brought greater depth to the therapeutic relationship, which 
was characterised by a sense of transparency, mutuality and attunement, and was 
accompanied by warm, honest feelings: 
“I think that it deepened the relationship. I mean it was a very, it was, um, like warm 
feelings after that in the session, um, and it was like, you know, the, the…there was no 
hidden agenda let’s say. It was like it was very clear what we were discussing… We 
were on the same page.” (Maria, 8, 18-22) 
Christina provides a vivid and moving description of the impact of repairing an intense 
rupture with a client: 
“And that (i.e. the rupture resolution) felt to instantly soothe her. That is the arousal, 
once the link, the link had been made, immediately dropped the levels of arousal. And 
it was sort of, I could feel the, the reparation in that the distance between us became, 
um, shorter. We came closer instantly, whereas we started the session feeling as though 
we were apart, by the end of it we were closer [...] Um...I don’t know, I can’t explain 
it. I’m not sure whether it, it can be explained verbally. It was some sort of, it was more, 
we were on an equal…It was as though there was a synchronicity emotionally. I mean 
  
129 
 
at the beginning it felt as though we were...we were not meeting, um, somehow. I don’t 
know how I can explain that in words really. It’s just a sense, it is a physical sense, but 
it’s not like a sensation. It’s like a warmth in the air, it’s like the temperature in the 
room. I’m not sure, I’m not sure how to put it into words. It’s just a feeling.” (Christina, 
13, 16-28) 
FollowingΝanΝinterpretation,ΝwherebyΝChristinaΝaddressesΝ theΝclient’sΝrelationalΝpatternsΝ inΝ
and outside therapy, as well as validates theΝ client’sΝ feelings,Ν itΝ soundsΝ likeΝ somethingΝ
mysticalΝ takesΝ place.Ν TheΝ client’sΝ physicalΝ arousalΝ dropsΝ andΝ sheΝ becomesΝ emotionallyΝ
soothed. The distance between them is minimised and closeness is fostered both literally and 
symbolically. Warm feelings roam the room, and it seems like an almost divine union takes 
place; a special moment of meeting, an almost perfect emotional synchronicity that resembles 
the mother- infant interaction. The atmosphere is oozing warmth and tenderness, which is not 
communicated verbally, but is embodied and felt physically. The sense of emotional 
attunement and connection is so deep and penetrating that Christina seems to struggle to find 
the right words to describe it. She talks about feelings, senses and sensations, but it appears 
that this experience is so special that transcends linguistic limitations and can only be 
experienced physically. It appears that Christina has actually experienced the transpersonal 
dimension of the therapeutic relationship, which is characterised by an alteration of 
consciousness, a powerful sense of betweeness and a special kind of intimacy.  
Ruptures that were successfully resolved were indeed followed by positive and invigorating 
emotions, such as happiness and pride, as well as a sense of reconnection, meaningfulness 
and belief in human potential for growth and development. Such positive descriptions were 
evidentΝinΝallΝparticipants’Νaccounts,ΝasΝillustratedΝinΝtheΝselectedΝextractsΝbelow: 
“Oh, I felt happy… Uh! I was relieved I think more than happy. I was quite proud of 
myself.” (Elaine, 11, 34) 
“I’m really happy because I found meaning in my work again [laughter]. Um, ‘cause 
yeah, because that was another thing in that time of feeling disengaged, like “Should I 
continue working with him?” Or questioning “Am I of any help if I’m feeling so 
distant?”” (Mia, 15, 33-35) 
I felt very happy. I mean I do feel happy… Um, I felt and I felt deeply moved because 
what I maintain from the very beginning of our therapy was that I could sense that this 
girl had a lot of strength in her and she couldn’t see it. And she couldn’t get in touch 
with it. (Sara, 10, 24-27) 
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At the other end of the spectrum, ruptures that remained unresolved and led to premature 
termination were accompanied by a range of negative and often painful emotions that appear 
toΝhaveΝleftΝaΝsourΝtasteΝinΝparticipants’Νmouth. 
Mia appears to be tormented by guilt with regards to the way she handled a fatal rupture with 
her client. She still ruminates about what she could have done differently and is regretful for 
not being able to provide the client with a corrective therapeutic and relational experience: 
“I guess I was feeling very guilty that I couldn’t...I didn’t handle it better, but I can’t 
really think of what I could have done differently;  um...I think, I definitely felt guilty for 
letting him go with that feeling or with that being the last experience of therapy and 
our relationship.” (Mia, 6, 33-35) 
InΝherΝaccount,ΝElaineΝcomesΝacrossΝasΝhavingΝmixedΝfeelingsΝwithΝregardsΝtoΝtheΝtherapy’s 
unilateral termination initiated by the client:  
“[…] I was quite relieved when we finished […] I was sad, but I was also quite relieved. 
I found it quite... [sighs] ... I found very emotional thing, very, very difficult...yeah, but, 
you know, I enjoyed that [….] In fact I was relieved, I was relieved. And he had asked 
me when we finished, you know, “If I can call you”? I said “Um”! I hope he didn’t 
hear the “um”!” (Elaine, 15, 38-44)  
On the one hand, it sounds like Elaine enjoyed working with her client in spite of her struggle 
at the time. She was therefore sad to see him go. On the other hand, she claims that she found 
their work so emotionally demanding that she was extremely relieved by their closure, as 
highlightedΝbyΝtheΝrepetitionΝofΝtheΝwordΝ“relief”.ΝItΝisΝasΝifΝherΝemotionalΝdrainageΝwereΝsoΝ
intense that she desperately needed distance from him, in terms of time and space. 
Christina uses stronger language, in order to describe the magnitude of her relief when one 
very challenging client of hers dropped out of therapy:  
“I didn’t care at all… No, it was a relief that she left. That was a massive, I mean this 
was like, this client is a sore point in my life [laughter]. I just, I don’t feel that she got 
anything from me and I don’t care and I think that, um, um, I was relieved that she left. 
We were all happy in the end, except her probably [laughs].” (Christina, 15, 21-27) 
AlthoughΝ sheΝ claimsΝ thatΝ sheΝ didΝ notΝ careΝ aboutΝ theΝ client’sΝ unsuccessfulΝ treatmentΝ andΝ
prematureΝtermination,ΝtheΝjumpΝintoΝpresentΝtenseΝwhenΝreferringΝtoΝtheΝclientΝasΝ“aΝsoreΝpointΝ
inΝ herΝ life”ΝpossiblyΝ revealsΝ thatΝ sheΝ stillΝ holdsΝ intenseΝ emotionsΝ around their therapeutic 
encounter. Furthermore her nervous and sarcastic laughter could be interpreted as masking 
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her discomfort and perhaps shame and regret around her inability to provide the client with a 
more meaningful therapeutic experience.  
Subtheme Three: The Learning Experience 
Despite the challenging and threatening nature of ruptures, most participants considered them 
as valuable learning and relational experiences for their clients as well as themselves.  
Rose’sΝaccountΝeloquentlyΝillustratesΝthe therapeutic meaning and value that ruptures hold for 
clients:  
“Um, again I am going to quote Winnicott. He talked about the optimal frustrations. 
Um, it would be very, very damaging for the client if we never failed them. Um, we 
would construct the image of us being omnipotent, idealised beings, um, and we would 
cultivate fantasies that have nothing to do with reality and with the external world. So, 
ruptures, um, if, um, are not huge [laughs]  to blow up the relationship, could act as 
these optimal frustrations. Um, and, and if managed, in a way that they can acquire 
meaning, um, for what the client brings from the past, how the client repeats things in 
the future, how people are set up, um, to react in, um, in predetermined roles in their 
scenario, if, if they acquire this meaning, then they can actually, um, um, repair 
something that is very much damaged and, and offer a therapeutic opportunity.” (Rose, 
9, 16-25) 
Quoting Winnicott, Rose parallels therapeutic ruptures with optimal frustrations. Just like the 
‘goodΝenoughΝmother’ at times inevitably fails her infant, therapists also unavoidably fail 
their clients. According to Rose, these optimal frustrations bring clients to the reality of the 
external world, as opposed to maintaining idealised fantasies of omnipotence in their internal 
world. In the same way that the infant needs to experience an optimal frustration, in order to 
gradually achieve a sense of separateness and autonomy, clients need to experience 
therapeutic ruptures, in order gain insight into their repetitive and often maladaptive and 
restricted relational patterns. When successfully managed, ruptures therefore acquire 
therapeutic meaning and become vital relational experiences that can be used as therapeutic 
opportunities for breaking and repairingΝclients’ΝmaladaptiveΝwaysΝofΝactingΝandΝrelating.Ν 
Similarly, Elaine comments:  
“I believe that there needs to be, not necessarily needs to be a rupture for the 
relationship to be better; not a big rupture but I think that, you know, that it isn’t just 
the reparative relationship and I, you know, that sort of thing, which I have a tendency 
especially with those clients that had a very strong reaction to, extremely strong and, 
um, you know, to mother them and take care of them and what have you and the 
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tendency to communicate my tentative part, so very strong reaction but it isn’t just not 
that. You know, there’s a reality, the reality of what’s happening and, um, there’s the 
life outside the therapy session and the life carries on and it is the real life, um, and the 
relationship is real, I’m not saying it isn’t, but that’s where he would carry on his life.” 
(Elaine, 8, 14-22) 
ElaineΝmakesΝreferenceΝtoΝandΝdifferentiatesΝbetweenΝtheΝ“real”,ΝasΝwellΝasΝtheΝ“reparative”Ν
nature of the therapeutic relationship. Whilst she acknowledges the value and necessity of the 
reparative relationship, she also views ruptures as acts that bring the therapeutic dyad closer 
to a real relationship. Despite her strong urge to take care of and mother certain vulnerable 
clients offering them the developmentally needed relationship, Elaine, like Rose, postulates 
that ruptures in a way prepare clients for the life in the real world, away from the protected 
environment of the therapeutic encounter. And in real relationships, people do get 
disappointedΝandΝhurt.ΝItΝisΝthereforeΝtheΝtherapist’sΝdutyΝtoΝfunctionΝasΝaΝsecureΝbase,ΝbutΝatΝ
the same time prepare clients for the raw reality of the external world. Ruptures thus become 
significant learning experiences for clients, which they can use as relational guides in their 
relationships outside therapy.  
Ruptures have also taught Christina a valuable lesson: 
“I have learned that anything that happens, um, between client and therapist 
affectively, behaviourally, cognitively is relevant and is vital information, and 
particularly ruptures, and it should be addressed. I think if a rupture is not addressed, 
the therapist is in danger of recreating some sort of pattern that exists, you know, in 
the client’s life and just sort of repeating an experience, rather than, um, repairing an 
experience. I think it’s absolutely vital, ruptures. They don’t feel great, when you have 
to deal with them, but they are absolutely necessary. It’s the...they are more important, 
in my opinion, um, ruptures are more important than sort of non-ruptures if you know 
what I mean; like harmony or whatever, peace.” (Christina, 14, 27-35) 
Christina has gradually come to learn to pay attention and address ruptures, manifested in 
different shapes and forms in the therapeutic relationship. In fact, she has ended up viewing 
them as important therapeutic tools that carry therapeutic meaning. Despite their challenging 
nature, ruptures are portrayed as vital for therapeutic progress and, in fact, much more 
beneficial than a stable and harmonic therapeutic relationship.  According to Christina 
addressing ruptures is what enables the therapist to provide reparative experiences, as 
opposed to repeating traumatic experiences. The vivid and exaggerated language she uses in 
herΝaccount,ΝevidentΝinΝtheΝrepetitionΝofΝ“more”ΝandΝ“absolutely”ΝisΝprobablyΝindicativeΝofΝ
how strongly and passionately she feels about the therapeutic value of ruptures. 
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For Stella, the manifestation and unsuccessful management of ruptures has gradually forced 
her to come to terms with her limitations as a therapist, as well as a human being: 
“You need to be able to let go. You, like for me, it was interesting because it happened 
throughout my training that I was diagnosed with a chronic health condition and dealt, 
dealing actually with my weaknesses, and that we're humans. And maybe that I 
accepted this, working at the setting, was a great experience for me to develop as, as a 
counselling psychologist but it wasn't that responsible for my clients, if you think about 
it from a different point of view. So, I think it's very, very important, yes, to have 
courage, yes, to be firm, yes, to be honest but also be honest to yourself whether you 
can handle the case or not […] Yeah, because otherwise you do take an expert position. 
You think that you can do everything and you’re the expert that can solve everyone's 
problems. No, you're not that. You’re human, you're going to be, um, you're going to 
have certain times in your life that maybe you’re fragile and you first need to deal with 
your fragileness, let's say, before dealing with the other’s.” (Stella, 17 & 18, 30-35 & 
1-12 
Reflecting once again on herΝtherapeuticΝexperienceΝwithΝaΝclientΝwithΝTurner’sΝdiseaseΝatΝaΝ
time when she was diagnosed with a chronic health condition, Stella highlights the 
importanceΝofΝtheΝtherapist’sΝresponsibilityΝtowardsΝhimself/Νherself,ΝasΝwell as towards his/ 
her clients. Her inability at the time to face her frailness and accept her limitations appear to 
have cost her the client. Unable to let go of her placement setting, as well as of her self-image 
as a strong person and powerful therapist, Stella compromised the relationship with the client, 
and whilst in the long-term that functioned in favour of her professional development, at the 
time functioned at the expense of her also fragile client. Stella retrospectively realised that 
the ability to be honest with and helpful to clients presupposes the ability to be honest about 
her own limitations and fragility, as well as responsible towards her self-care. Otherwise, the 
therapist is in danger of adopting an omnipotent, infallible therapeutic stance that may 
potentially harm clients.  
This final extract appears to be accurately encapsulating the core lesson learned by the 
majority of participants: 
“They could be very frightening because they could damage the therapy, but ok, they 
could be helpful. If we survive that, there is a beauty inside.” (Rose, 16, 31-32) 
Ruptures are experienced as challenging and potentially threatening for the therapeutic 
process but, when carefully contained and successfully resolved, they are seen to constitute 
helpful and moving therapeutic events.  
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Discussion 
ThisΝwasΝaΝqualitativeΝstudyΝthatΝaimedΝtoΝinvestigateΝcounsellingΝpsychologists’ΝexperiencesΝ
of therapeutic ruptures and repairs employing Interpretative Phenomenological Analysis. In 
this section, findings will be discussed in relation to existent literature and research. 
Limitations of the study will be also thoroughly discussed, and implications for Counselling 
Psychology research, training and practice will be highlighted. 
Theoretical Insights 
The Threat: Withdrawal, Breakage and Misattunement 
Despite their diverse theoretical orientations, all participating therapists appeared to 
experience ruptures as threatening to the therapeutic endeavour, albeit recognising their 
unavoidability and potentially beneficial nature. Their descriptions revealed that they often 
defined and experienced ruptures in the forms of withdrawal, breakage and misattunement. 
TheirΝperceptionsΝandΝdefinitionsΝofΝruptures,ΝasΝcapturedΝinΝtheΝ‘withdrawal’ΝandΝ‘breakage’Ν
subthemesΝ seemΝ toΝ parallelΝ SafranΝ andΝMuran’sΝ (1996, 2000, 2006) distinction between 
withdrawal and confrontation ruptures. However, whilst Safran and Muran (2000) define 
ruptures in terms of client withdrawal or confrontation marker behaviours, participants in this 
study referred to such behaviours as mutually stemming from and as being experienced by 
both therapist and client.  
In general terms, withdrawal was described and experienced as a sense of separation, distance 
and detachment between therapist and client. A state where both members of the therapeutic 
dyad appeared to be moving away from each other, both emotionally as well as physically. 
Withdrawal was usually manifested in quite subtle, covert and non-verbal ways. Nonetheless, 
it was physically embodied and sensed giving rise to negative and uncomfortable emotions. 
In contrast, breakage was manifested in quite intense and aggressive ways that usually 
involved the client breaking the therapeutic frame or boundaries or directly attacking the 
therapist. Breakage was experienced as quite threatening by most therapists giving rise to 
negative feelings, as well as a sense of irreversibility and irreparability.    
At this point, it is worth highlighting that the findings of the present study are somehow 
inconsistent with previous studies indicating that therapists tend to struggle more with 
‘confrontation’,ΝasΝopposedΝtoΝ‘withdrawal’ΝrupturesΝ(CoutinhoΝetΝal.,Ν2011;ΝHillΝetΝal.,Ν2003).Ν
WhatΝ emergedΝ fromΝparticipants’Ν accountsΝwasΝ thatΝ therapistsΝ tendΝ toΝ experienceΝ clients’Ν
hostility and/ or withdrawal in quite idiosyncratic ways depending on their individual 
personalitiesΝandΝrelationalΝpatterns.ΝForΝexample,ΝinΝhisΝaccount,ΝGeorgeΝdescribesΝclients’Ν
withdrawalΝasΝtheΝ“worstΝthing”ΝandΝheΝexplicitlyΝlinksΝthatΝtoΝhisΝownΝtendencyΝtoΝwithdrawΝ
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from relationships.ΝOnΝtheΝcontrary,ΝAngelaΝappearsΝfearfulΝofΝclients’ΝangerΝandΝhostility,Ν
and in her interview relates that to the way she experiences and positions herself both as a 
woman and as a female therapist in a male dominated society. The findings of the study are 
inΝ accordanceΝ withΝ existingΝ researchΝ demonstratingΝ thatΝ theΝ therapist’sΝ personality,Ν
philosophy,ΝbackgroundΝandΝstatusΝinteractsΝwithΝthoseΝofΝtheΝclient’s,ΝasΝmanifestedΝinΝtheirΝ
between  interaction (Arthur, 2001; Baldwin et al., 2007). They therefore once more draw our 
attention to the uniqueness and intersubjectivity of the therapeutic relationship, whereby 
unique client and therapist characteristics are in constant interaction, co-creating unique 
patterns of relatedness (Kahn, 1997; Rizq, 2008). 
Furthermore,Ν participants’Ν idiosyncraticΝ conceptualisationsΝ ofΝ rupturesΝ appearedΝ toΝ
significantly influence the ways they experienced them, reinforcing the claim that human 
experiences are contextually embedded and bound (Eatough & Smith, 2008; Smith et al., 
2009).ΝForΝexample,ΝMaria’sΝ conceptualisationΝofΝhostileΝ rupturesΝasΝbothΝdestructiveΝandΝ
creative led her to experience them as uncomfortable, but also therapeutic. On the other hand, 
Mia’sΝandΝJohn’sΝconceptualisationsΝofΝconfrontationΝrupturesΝasΝviolent, severe and intense 
relational events led them to experience them as fundamentally irreparable and unfixable. It 
isΝ possibleΝ thatΝ participants’Ν diverseΝ definitionsΝ ofΝ rupturesΝ wereΝ influencedΝ byΝ theirΝ
theoretical orientation and/ or their familiarity with the relevant literature. Prior experiences 
and pre-existing knowledge do indeed appear to shape subjective experience highlighting the 
essentially embodied, embedded and contextual nature of our relationship to the world 
(Eatough & Smith, 2008; Smith et al., 2009).  
The fundamentally intersubjective character of therapeutic ruptures was especially 
highlightedΝinΝtheΝsubthemeΝ‘misattunement’,ΝwherebyΝmostΝparticipantsΝmadeΝreferencesΝtoΝ
moments of misunderstanding and miscommunication between themselves and their clients. 
Most of the times, those difficult moments were attributed to both members of the therapeutic 
dyad, in the sense that it was either the therapist who lost emotional attunement with his/ her 
client’sΝ emotionalΝ world,Ν orΝ itΝ wasΝ theΝ client who misperceived or misinterpreted the 
therapist’sΝ interventionΝ orΝ intention.Ν Therapists’Ν referenceΝ toΝ momentsΝ ofΝ misattunementΝ
seemsΝtoΝmirrorΝKohut’sΝ(1984)ΝconceptualisationΝofΝrupturesΝasΝ‘empathicΝfailures’,ΝduringΝ
which the therapist loses the capacityΝtoΝremainΝempathicallyΝattunedΝtoΝtheΝclient’sΝneeds.ΝInΝ
addition,ΝtheΝexperiencedΝmisattunementΝisΝinΝlineΝwithΝSafranΝandΝMuran’sΝ(2006)ΝdefinitionsΝ
ofΝrupturesΝasΝ“periodsΝofΝpoorΝqualityΝofΝrelatednessΝorΝaΝdeteriorationΝinΝtheΝcommunicativeΝ
situationΝbetweenΝtherapistΝandΝclient”Ν(p.Ν288). 
Taken together, these three subthemes highlight the relational and intersubjective experience 
of ruptures, a finding that is consistent with existing theoretical literature (e.g. Coutinho et 
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al., 2009; Safran & Kraus, 2014) and qualitative studies (e.g. Haskayne et al., 2014) on the 
topic. It also brings us up against the problematic definition of the concept of ruptures per se. 
Safran and Muran (2006) have defined alliance ruptures asΝ“aΝbreakdownΝinΝtheΝcollaborative 
process, periods of poor quality of relatedness between patient and therapist, a deterioration 
inΝtheΝcommunicativeΝsituation,ΝorΝaΝfailureΝtoΝdevelopΝaΝcollaborativeΝprocessΝfromΝtheΝoutset”Ν
(p. 288).  According to the authors, defining ruptures as a breakdown to the existing 
collaborative process or a failure to establish a collaborative process from the beginning is 
moreΝ consistentΝ withΝ Bordin’sΝ (1979) conceptualisation of the alliance that emphasises 
collaboration, but fails to address the emotional and relational nature of ruptures. On the other 
hand, defining ruptures as deteriorations in the communicative process or periods of poor 
relatedness capturesΝtheirΝrelationalΝmeaningΝbutΝdeviatesΝfromΝBordin’sΝemphasisΝonΝrationalΝ
collaboration. They have therefore proposed the use of definitions that capture both the 
collaboration, as well as the relatedness aspect of alliance ruptures (Safran & Muran, 2006).  
Indeed, participants in this study conceptualised and experienced ruptures as problems in the 
form of disagreements over the practical aspects of therapy, as well as misunderstandings and 
miscommunications that compromised mutual collaboration. At the same time, they made 
explicit references to moments of emotional disengagement, tension and misattunement. 
Whilst,Ν theΝ proposedΝ definitionsΝ ofΝ rupturesΝ doΝ coverΝ aΝwideΝ spectrumΝofΝ therapists’Ν andΝ
clients’Νexperiences,ΝitΝseemsΝthatΝtheyΝfailΝtoΝcaptureΝthe full range and depth of the emotional 
experience that surrounds them, as also highlighted in the study of Haskayne and colleagues 
(2014). Existing conceptualisations also appear problematic, as they tend to define ruptures 
in relation to specific client behaviours (Muran et al., 2010), rather than co-created and co-
experienced by both members of the therapeutic dyad. When referring to their experiences of 
ruptures, participating therapists described both client and therapist behaviours that appeared 
to threaten the alliance and compromise relatedness. In fact, all therapists explicitly stressed 
the mutual contribution and responsibility of therapist and client, once more emphasising 
mutuality and intersubjectivity. 
Another problematic area in the definition of ruptures regards their intensity, meaning the 
extentΝofΝhowΝintenseΝaΝ“poorΝqualityΝofΝrelatedness”ΝorΝ“breakdownΝinΝcollaboration”ΝmustΝ
be, in order to be considered a rupture (see Safran & Muran, 2006). Whilst the term rupture 
in itself indicates a major breakdown in the alliance, in reality ruptures can be characterised 
by small, subtle fluctuations in the quality of collaboration, communication or relatedness 
(Safran & Muran, 2006; Safran et al., 2011). A certain confusion around this matter was also 
reflectedΝinΝsomeΝparticipants’ΝaccountsΝwhoΝwereΝnotΝfamiliarΝwithΝrelevantΝliterature.ΝForΝ
example,ΝJohnΝpreferredΝtheΝuseΝofΝterms,ΝsuchΝasΝ‘resistance’ΝandΝ‘actingΝout’ΝwhenΝreferringΝ
to subtler problems in the therapeutic alliance, as these terms indicated that the problem could 
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be worked through and resolved. In contrast, when alliance problems were conceptualised as 
‘ruptures’,ΝthereΝwasΝaΝsenseΝofΝdefinitenessΝandΝirreversibility,ΝasΝportrayedΝinΝbothΝJohn’s,Ν
George’sΝandΝMia’sΝaccounts.ΝThisΝfinding is highly illustrative of the importance of language 
in the construction of our lifeworld and shaping of our subjective experiences (Eatough & 
Smith, 2008). It is also consistent with research findings suggesting that lower rupture 
intensity is associated with higher ratings of the alliance and session quality, as well as better 
treatment outcome with regard to interpersonal functioning (Muran et al., 2009).  
The Struggle: Power Issues, Dilemmas and Negative Emotionality 
All participants experienced an intense struggle in relation to therapeutic impasses. This 
struggle was manifested in the form of power issues, pertinent dilemmas and difficult 
emotions. Power struggles, in particular, were centred on a range of issues, such as financial 
status, gender roles and health status, and they were experienced as client and therapist 
attempts to negotiate their roles, gain control and reinstate the balance in the therapeutic 
relationship. This finding is consistent with current research that seems to view power 
struggles as an inherent and unavoidable element of the therapeutic process (Aspland et al., 
2008; Haskayne et al., 2014; Safran et al., 2011).    
In the cases of Sara and Rose, it appears that their clients attempted to control the therapeutic 
interaction by undermining their professional competency, negating any therapeutic benefit 
and doubting therapy in itself. Sara was placed in a situation whereby she constantly felt the 
needΝtoΝperformΝandΝliveΝupΝtoΝherΝclient’sΝstandards, whereas Rose found herself lecturing 
the client on the benefits of psychotherapy, in an attempt to justify her therapeutic 
interventions and re-claim expert knowledge. On the other hand, both Angela and Christina 
felt immensely intimidated by their clients’Ν genderΝ andΝ financialΝ status,Ν respectively.ΝTheΝ
power balance appeared to shift in favour of the client, giving rise to uncomfortable feelings, 
and severely compromising their therapeutic capacity. Interestingly, in the case of Stella, her 
expert status as a therapist appeared to have been challenged by her female client who came 
across as attempting to shift the power imbalance, stemming from her poor health status, in 
herΝfavourΝthroughΝimplicitlyΝunderminingΝStella’sΝtherapeuticΝexperienceΝdueΝtoΝher young 
age and trainee status.  
TheΝ powerΝ issuesΝ describedΝ inΝ allΝ participants’Ν accountsΝ couldΝ beΝ interpretedΝ inΝ lightΝ ofΝ
Benjamin’sΝ(1990)ΝnotionΝofΝ‘capacityΝforΝintersubjectivity’,ΝthatΝisΝtheΝcapacityΝtoΝexperienceΝ
both the self and the other as subjects. Individuals acquire a sense of self in the presence of 
others, but others are often experienced as threatening our need for autonomy. Both therapist 
and client attempts to control the other could thus be viewed as attempts to assert their 
independence and autonomy. At the same time, when the attempts to control the other grow 
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outΝ ofΝ proportion,Ν theyΝ runΝ theΝ riskΝ ofΝ destroyingΝ theΝ other’sΝ subjectivity,Ν leavingΝ theΝ
individual with nobody to confirm his/ her existence, and thus compromising his/ her 
fundamental need for relatedness (Coutinho et al., 2009; Safran & Muran, 2000). Similarly, 
participants’ΝaccountsΝrevealedΝthatΝruptures,ΝwhichΝwereΝmanifestedΝinΝtheΝformΝofΝextremeΝ
power struggles were often unsuccessfully resolved leading the client to premature and 
unilateral termination, as in the case of Sara, Rose, Angela and Stella. 
Furthermore,Ν participants’Ν accountsΝ challengeΝ traditionalΝ assumptionsΝ aboutΝ theΝ inherentΝ
‘powerΝdifferential’ΝinΝpsychologyΝandΝpsychotherapy,ΝwhichΝisΝalwaysΝinΝtheΝfavourΝof the 
therapist over the client (Gutheil & Brodsky, 2008; Pope & Vasquez, 2007) What transpired 
from most accounts was that power in the therapeutic relationship is indeed not exclusively 
possessed nor exercised by therapists (Zur, 2014). On the contrary, whilst participating 
therapistsΝundoubtedlyΝpossessedΝ significantlyΝmoreΝ ‘expertΝknowledge’ΝandΝ ‘professionalΝ
role’Ν power,Ν clientsΝ inΝ thisΝ studyΝ wereΝ oftenΝ portrayedΝ asΝ quiteΝ powerfulΝ andΝ forcefulΝ
themselves rendering therapists vulnerable and intimidated.Ν ForΝ example,Ν Angela’sΝ andΝ
Rose’sΝ clientsΝwereΝdepictedΝ asΝ possessingΝ significantΝ ‘coerciveΝ andΝmanipulativeΝpower’Ν
overΝthem,ΝinΝtermsΝofΝphysicalΝstrengthΝandΝintimidatingΝbehaviour.ΝChristina’sΝfinanciallyΝ
powerful client was portrayed as possessing substantialΝ‘rewardΝpower’,ΝasΝsheΝwasΝinΝtheΝ
positionΝtoΝterminateΝ therapyΝorΝwithholdΝpaymentsΝ thatΝwereΝnecessaryΝforΝ theΝtherapist’sΝ
livelihood.ΝSimilarly,ΝbothΝSara’sΝandΝRose’sΝclientsΝappearedΝtoΝuseΝtheirΝ‘rewardΝpower’Ν
through not acknowledging the therapeuticΝ progressΝ andΝ value,ΝwhilstΝ Stella’sΝ clientΝwasΝ
overtlyΝunderminingΝherΝ‘expertΝknowledge’ΝandΝ‘professionalΝrole’ΝpowerΝthroughΝfrequentΝ
references to her young age, and thus limited knowledge and experience (see also Zur, 2009a; 
2014).   
According to Totton (2009), psychological wounds around rank and power are inevitably re-
enacted in the therapeutic encounter, and can shed substantial light ontoΝtheΝclient’sΝprocess.Ν
They should therefore be acknowledged, understood and worked through, as opposed to being 
ignored and defused, in order to have transformative effects and constitute corrective 
experiences for clients. Similarly, Safran and colleagues (2011) suggest that the exploration 
of similarities between control struggles in the therapeutic relationshipΝandΝclient’sΝrelationalΝ
patterns outside therapy may lead to successful rupture resolution.  
Participants’ΝstruggleΝwithΝtherapeuticΝrupturesΝwasΝalsoΝmanifestedΝinΝtheΝformΝofΝpowerfulΝ
and pertinent dilemmas with regards to the best ways of managing them. Specifically, 
dilemmasΝappearedΝtoΝrevolveΝaroundΝtherapists’Νethical,ΝprofessionalΝandΝclinicalΝjudgment,Ν
inΝrelationΝtoΝtheirΝclients’ΝlevelΝofΝreadiness,Νemotions,ΝwishesΝandΝneeds.ΝSeveralΝqualitativeΝ
studies (e.g. Coutinho et al., 2011; Hill et al., 1996; Moltu et al., 2010) have also reported that 
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when confronted with ruptures, therapists tend to experience confusion, ambivalence, self-
doubt,ΝasΝwellΝasΝaΝsenseΝofΝbeingΝlost,Ν incompetenceΝlinkedΝtoΝ‘notΝknowing’ΝwhatΝtoΝdo,Ν
havingΝ‘unfinishedΝbusiness’ΝinΝtherapyΝ(HaskayneΝetΝal.,Ν2014)ΝorΝhavingΝtheirΝtherapeuticΝ
‘hopeΝ threatened’Ν (MoltuΝ etΝ al.,Ν 2010).Ν ParticipantsΝ inΝ thisΝ studyΝ indeedΝ providedΝ vividΝ
descriptions of inner struggles with regards to the most appropriate course of action they 
should follow as professional therapists, as well as human beings. These inner struggles often 
tookΝ theΝ formΝ ofΝ aΝ ‘double-bind’,Ν asΝ eloquentlyΝ presentedΝ inΝ Sara’sΝ account,Ν wherebyΝ
therapists felt like being trapped in dead-end, insurmountable situations.  
According to Coutinho and colleagues (2011), internal contradictions during rupture events, 
could be attributed to moments of negotiation between the needs of the therapist and the 
client, as the therapeutic impasse instantly brings the negotiation of the therapeutic alliance 
into the foreground. For example, Mia appeared to struggle between her need to explore a 
specificΝeventΝversusΝtheΝclient’sΝneedΝtoΝconcealΝit.ΝMariaΝseemedΝtoΝstruggleΝbetweenΝherΝ
need to keep the therapeutic boundaries and the client’sΝneedΝtoΝ tamperΝ them,ΝwhilstΝSaraΝ
appearedΝtoΝstruggleΝbetweenΝherΝneedΝtoΝdoΝsomethingΝforΝtheΝclientΝandΝtheΝclient’sΝneedΝtoΝ
just be with her.  
InΝlineΝwithΝBenjamin’sΝ(2004)Νtheory,ΝtherapeuticΝrupturesΝindeedΝappearedΝtoΝcompromiseΝ
the therapeuticΝ dyads’Ν ‘intersubjectiveΝ processΝ ofΝ thirdness’,Ν whichΝ isΝ characterisedΝ byΝ
mutuality.ΝInsteadΝinteractionΝseemedΝtoΝbreakΝdownΝintoΝaΝ‘complimentaryΝtwoness’,ΝwhichΝ
isΝcharacterisedΝbyΝconflictingΝwishesΝandΝneedsΝandΝcompromisesΝtheΝtherapist’sΝabilityΝto 
receptivelyΝmeetΝ andΝ beΝwithΝ theΝ client.Ν InΝ someΝcases,Ν asΝ portrayedΝ inΝMia’sΝ andΝSara’sΝ
accounts, the dilemmas were resolved by the client asserting his/ her need and the therapist 
accommodatingΝit.ΝInΝStella’sΝcase,ΝtheΝtherapistΝhadΝtoΝrelyΝonΝherΝintuition, take a risk, and 
makeΝanΝinformedΝjudgmentΝcall,ΝwhilstΝinΝMaria’sΝcaseΝtheΝdilemmaΝwasΝresolvedΝwhenΝitΝ
was explicitly brought up and collaboratively explored with the client. Once more the unique 
nature and idiosyncratic reactions of each therapeutic dyad were reaffirmed highlighting the 
mutual and intersubjective nature of the therapeutic encounter.  
The intense power struggles and therapeutic dilemmas were accompanied by heightened 
negative emotionality. Ruptures in the therapeutic alliance appeared to trigger in participating 
therapists a range of difficult emotions differing in quality and intensity. This finding is 
consistent with existing qualitative studies linking ruptures to strong negative feelings, such 
as anxiety, anger, hurt, frustration, disappointment, hopelessness and guilt in both therapists 
and clients (Coutinho et al., 2011; Dalenberg, 2004; Hill et al., 1996, 2003; Moltu et al., 
2010).Ν Ν InΝ lineΝwithΝMoltuΝandΝcolleagues’Ν (2010)Νstudy,ΝparticipatingΝ therapistsΝprovidedΝ
compelling accountsΝ regardingΝ theΝ experienceΝ ofΝ ‘difficultΝ feelingsΝ inΝ theΝ here-and-now’,Ν
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stemmingΝfromΝclients’ΝwithdrawalΝorΝaggression.ΝAtΝtimeΝtheseΝfeelingsΝwereΝexperiencedΝasΝ
overwhelming, frightening and uncontained (Haskayne et al., 2014) compromising their 
therapeutic presence and capacity.  
Interestingly,Νclients’ΝwithdrawalΝorΝaggressionΝappearedΝtoΝgiveΝriseΝtoΝdifferentΝemotions,ΝinΝ
terms of quality and intensity. Client withdrawal appeared to elicit in participating therapists 
a mixture of feelings ranging from boredom, detachment and disappointment to frustration, 
irritation and anger, leading them to experience a sense of purposelessness and 
meaninglessnessΝinΝtheirΝtherapeuticΝwork.ΝThisΝwasΝparticularlyΝportrayedΝinΝMia’s,ΝGeorge’sΝ
andΝSara’sΝaccounts. On the other hand, client aggression appeared to trigger in participating 
therapists feelings of intense anxiety, panic and fear accompanied by intense physical 
sensations,ΝasΝevidencedΝinΝChristina’s,ΝElaine’s,ΝRose’sΝandΝAngela’sΝaccounts.ΝΝThisΝfinding 
highlights the embodied and embedded nature of our relationship to the world, as pinpointed 
by the phenomenological philosopher Merleau-Ponty (see Smith et al., 2009). It is also 
consistentΝ withΝMoltuΝ andΝ colleagues’Ν (2010)Ν findingΝ claimingΝ thatΝ bothΝwithdrawal and 
confrontation ruptures may give rise to intense emotional reactivity, whereby therapists 
confronted with client withdrawal tend to experience a sense of being left out, despair, 
irritation and self-doubt, whereas therapists confronted with client aggression tend to 
experience discomfort, vulnerability, as well as a sense of being threatened and trapped.  
Existing research suggests that therapists tend to be more adept at responding empathically 
and being supportive to clients who exhibit withdrawal, as opposed to clients who exhibit 
aggression, to whom they tend to respond with defensiveness and counter-hostility (Binder 
&ΝStrupp,Ν1997;ΝDalenberg,Ν2004;ΝHillΝetΝal.,Ν2003).ΝParticipants’ΝaccountsΝprovideΝpartialΝ
support to these findings, as client hostility indeed appeared to trigger more intense and 
overwhelming emotions that were more difficult to be contained. At the same time, it seems 
like therapists’ emotional responses to withdrawal or confrontation ruptures were also related 
to their idiosyncratic relational patterns and emotional difficulties. For example both George 
and Mia admitted that they generally struggle with client withdrawal, as they also tend to 
become emotionally withdrawn when confronted with emotional struggles in their 
relationships. In contrast, Elaine and Angela explained that, due to personal experiences, they 
tendΝtoΝbecomeΝanxiousΝwhenΝconfrontedΝwithΝothers’Νaggression.ΝGivenΝtheΝfactΝthatΝaffectiveΝ
experience provides individuals with vital information about the meaning of their 
interpersonal interactions, as well as their own action dispositions (see Safran & Muran, 
2000), findings underscore and reinforce the importance of therapists being aware of, 
regulating and tolerating difficult feelings, as opposed to acting them out in the therapeutic 
relationship (Binder et al., 2008; Moltu et al., 2010; Nissen-Lie et al., 2015). 
  
141 
 
The Meaning-Making: Intrapsychic and Interpersonal Dynamics, Individual 
Vulnerabilities, and Pacing of Interventions 
In an attempt to make sense of and attribute meaning to the intense struggle elicited by 
therapeutic ruptures, all participants engaged in a process of self-reflection. Unfortunately, in 
some cases insight on the matter was only achieved retrospectively, when unresolved ruptures 
hadΝalreadyΝresultedΝinΝclients’ΝprematureΝtermination.ΝItΝseemsΝlikeΝinΝsomeΝinstancesΝandΝ
with some clients, the struggle was so intense that rendered participants unable to make sense 
of ruptures and utilise them in any therapeutic way. 
InΝ lineΝwithΝexistingΝliteratureΝsuggestingΝthatΝclients’ΝstrongΝdistortionsΝofΝ theΝ therapeuticΝ
process,Ν inΝ combinationΝ withΝ therapists’Ν personalΝ reactionsΝ toΝ theΝ clientΝ mayΝ negativelyΝ
interfere with the alliance (Benjamin & Critchfield, 2010; Hill et al., 1996; Messer & 
Wolitsky, 2010; Moltu et al., 2010), all participants linked therapeutic ruptures to intense and 
entrapping transference and countertransference dynamics, which presumably gave rise to 
the strong negative emotionality described above.  According to Ellman and Carsky (2002), 
each phase of psychoanalytic treatment is conceptualised as consisting of a series of 
transference cycles. During each cycle, there are a number of unavoidable ruptures and 
repairs that can either jeopardise or facilitate the transition to the next transference cycle. A 
similarΝdescriptionΝwasΝprovidedΝinΝElaine’sΝaccount,ΝwherebyΝsheΝexperiencedΝtheΝclient’sΝ
strong transferential reactions towards her as threatening to both the alliance and the real 
relationship.  
It is argued that when the analytic pair manages to survive ruptures, love develops, ruptures 
are more easily endured, and transitions between transference cycles smoothen. In other 
words,Νclient’sΝresistanceΝgraduallyΝsubsidesΝgivingΝitsΝplaceΝtoΝrelatedness, authenticity and 
mutualityΝ (Ellman,Ν 2007).Ν InΝ contrast,Ν therapists’Ν failureΝ toΝ successfullyΝ manageΝ theirΝ
countertransference (Benjamin & Critchfield, 2010; Hill et al., 1996; Moltu et al., 2010), as 
wellΝasΝtherapists’ΝunresolvedΝconflictsΝ(HillΝetΝal., 1996; Rosenberg & Hayes, 2002) have 
been found to negatively impact the alliance leading to counter-therapeutic interactions. Such 
interactionsΝwereΝalsoΝvividlyΝportrayedΝinΝmostΝparticipants’Νaccounts,ΝwherebyΝtheyΝgaveΝ
descriptions of intense transference-countertransference enactments in the therapeutic 
relationship. For example, SaraΝfoundΝherselfΝdrawnΝintoΝaΝ‘rescuer-fixer’ΝroleΝwhoΝwouldΝ
takeΝcareΝofΝherΝinjuredΝandΝunnurturedΝclient,ΝinΝorderΝtoΝcompensateΝforΝtheΝclient’sΝpastΝ
parental failures.ΝRose,ΝonΝtheΝotherΝhand,ΝunwillinglyΝimpersonatedΝtheΝroleΝofΝtheΝclient’sΝ
abusiveΝfather,ΝoutΝofΝfearΝofΝtheΝclient’sΝanger.Ν 
Interestingly, most participants appeared to conceptualise the transference-
countertransference matrix in more relational, as opposed to classical psychoanalytic terms, 
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in that they seemed to acknowledge their contribution to the interaction and closely attended 
toΝtheirΝcountertransferenceΝfeelings,ΝinΝorderΝtoΝgainΝbetterΝunderstandingΝofΝtheΝclient’sΝinnerΝ
world and characteristic relational patterns. Moreover, countertransference was not solely 
conceptualisedΝ asΝ therapists’Ν reactionsΝ toΝ clients’Ν projections,Ν butΝ asΝ somethingΝ activatedΝ
whenΝclients’ΝtransferentialΝreactionsΝinteractedΝwithΝsomethingΝalreadyΝexistingΝwithinΝthem 
(seeΝalsoΝSafranΝ&ΝMuran,Ν2000),ΝasΝportrayedΝinΝbothΝAngela’sΝandΝChristina’sΝaccounts.Ν
ThisΝfindingΝreaffirmsΝtheΝimportanceΝofΝtherapists’Νawareness,ΝmanagementΝandΝcontainmentΝ
of their countertransference reactions, in order to prevent ruptures from escalating, 
compromisingΝ therapists’Ν helpfulΝ presenceΝ andΝ impedingΝ therapeuticΝ progressΝ (GelsoΝ &Ν
Hayes, 2002, 2007; Moltu et al., 2010). For example, Newirth (2000) has emphasised the 
importance of the therapists using their countertransference and disclosing their subjective 
experience and emotional reactions, as opposed to adhering to traditional transference 
interpretations, in case of impasses in the alliance.  In this way, they can provide the client 
with a corrective emotional experience and facilitate the integration of disowned emotions 
andΝpartsΝofΝself.ΝFurthermore,ΝtheΝprocessΝofΝtheΝtherapistΝsurvivingΝandΝcontainingΝclients’Ν
unbearable feelings can in itself be therapeutic, as it communicates to clients that they are 
also capable of regulating and tolerating their affective experiences (Safran & Muran, 2000). 
Intrapsychic dynamics were inextricably linked to interpersonal dynamics, whereby 
participants experienced themselves as being coerced into problematic patterns of relating, in 
response to clients’Ν specificΝ behaviours.Ν InΝ fact, all participants made sense of alliance 
ruptures in relation to dysfunctional relational interactions, which gave rise to strong negative 
feelings and restricted sets of behaviours.  
Therapeutic ruptures stemming from such interactions may be understood in light of the 
principlesΝofΝ‘interpersonalΝcomplementarity’Ν(Kiesler,Ν1996),ΝwhichΝpostulatesΝthatΝspecificΝ
interpersonal behaviours have the tendency to provoke specific interpersonal responses, 
which are typically assessed along the two dimensions of control (dominance-submission) 
and affiliation (friendly-hostile).ΝAnΝindividual’sΝbehaviourΝonΝtheΝcontrolΝdimensionΝtendsΝtoΝ
elicitΝoppositeΝbehavioursΝfromΝothers,ΝwhereasΝanΝindividual’sΝbehaviourΝonΝtheΝaffiliationΝ
dimension tends to elicit similar behaviours from others. Indeed, Maria exhibited submission 
inΝ responseΝ toΝherΝ client’sΝ demandingΝbehaviours,ΝwhereasΝRoseΝ respondedΝwithΝ counter-
hostilityΝtoΝherΝclient’sΝhostileΝinteractionalΝstyle.Ν 
Participants’ΝaccountsΝ therefore complement existing studies demonstrating that successful 
therapeutic dyads are characterised by greater positive and less negative interactions (Henry 
et al. 1986, 1990; Tasca & McMullen, 1992), whereas therapeutic dyads that engage in hostile 
and controlling interactions tend to form weaker alliances and are more susceptible to 
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ruptures (Benjamin & Critchfield, 2000; Binder & Henry, 2010). Moreover, they presumably 
shed more light onto the mechanisms through which therapists who are confronted with 
clients’Νanger,ΝtendΝtoΝexperienceΝanxiety,Νfrustration,Νincompetence,ΝandΝtendΝtoΝrespondΝwithΝ
defensiveness or counter-hostility (Binder & Strupp, 1997; Dalenberg, 2004; Hill et al., 
2003). 
Clients’ΝrelationalΝpatternsΝareΝoftenΝre-enacted in the therapeutic relationship encouraging 
specific therapist responses that confirm their maladaptive interpersonal schemas. If the 
therapistΝ respondsΝ inΝ theΝ anticipatedΝ way,Ν he/Ν sheΝ runsΝ theΝ riskΝ ofΝ confirmingΝ clients’Ν
maladaptive schemas and perpetuating their problematic relational styles.  But if the therapist 
managesΝtoΝdisembedΝhimself/ΝherselfΝfromΝtheΝenactmentΝandΝempathicallyΝexploreΝclients’Ν
feelings and needs, he/ she can break their maladaptive way of relating and enable them to 
gradually develop new, more adaptive relational schemas. In that way, therapeutic ruptures 
mayΝ constituteΝ windowsΝ intoΝ clients’Ν coreΝ organisingΝ principles,Ν asΝ wellΝ as meaningful 
learning experiences that can provide clients with a new model of how to resolve relational 
difficulties in their life outside therapy (Coutinho et al., 2011; Safran & Muran, 2000; Safran 
& Segal, 1996).  
All participants indeed provided vivid descriptions of being trapped into problematic 
interactional patterns with their clients, from which they found it extremely hard to 
disentangleΝthemselves,ΝasΝvividlyΝportrayedΝinΝRose’sΝaccount.ΝInΝsomeΝcases,ΝtheyΝthereforeΝ
unwillinglyΝappearedΝ toΝ reinforceΝ theirΝclients’Ν relationalΝpatternsΝ insteadΝofΝexploringΝ theΝ
underlying meaning of the interaction and consequently providing them with corrective 
emotional experiences leading clients dropping out of therapy.  The fact that, despite being 
aware of their countertransference, they were unable to unhook themselves from the 
dysfunctional interactions highlights the overwhelming force of the enactment, and once 
moreΝreaffirmsΝtheΝimportanceΝofΝtherapists’ΝabilityΝtoΝcontainΝdifficultΝfeelingsΝ(BinderΝetΝal.,Ν
2008;ΝHayes,ΝGelso,Ν&ΝHummel,Ν2011)ΝmodifyΝtheirΝinteractionalΝstylesΝinΝresponseΝtoΝclients’Ν
needs (Norcross & Lambert, 2011) and collaboratively explore with clients their mutual 
contribution to the rupture (Safran et al., 2011). 
In trying to make sense of therapeutic ruptures, participants also speculated that both therapist 
and client personal vulnerabilities may have interfered with therapy rendering them more 
susceptible to intense transference-countertransference dynamics, as well as to entrapping 
interactionalΝ patterns.ΝTherapists’Ν individualΝ vulnerabilitiesΝ appearedΝ toΝ compromiseΝ theirΝ
professional role and therapeuticΝ competency,Ν whereasΝ clients’Ν individualΝ vulnerabilitiesΝ
appeared to sabotage the therapeutic relationship and endeavour.  
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In accordance with existing research findings (Hill et al., 1996; Moltu et al., 2010), most 
participants in the current study linked ruptures to their own vulnerabilities stemming from a 
range of issues such as financial and health problems, unresolved conflicts, idiosyncratic 
relational styles, and transitional life periods. Furthermore, the majority of participants 
attributed ruptures to their limited clinical experience and personal development during their 
training, as well as at the beginning of their professional practice (see also Coutinho et al., 
2011).ΝAllΝtheΝaforementionedΝissuesΝappearedΝtoΝundermineΝtherapists’Νconfidence, giving 
rise to anxiety and uncertainty, and leading them to doubt their professional competence. This 
findingΝ isΝ inΝ lineΝ withΝ existingΝ researchΝ suggestingΝ thatΝ therapist’sΝ qualitiesΝ suchΝ asΝ
confidence, expertness, training and experience positively contribute to the formation and 
maintenance of a good therapeutic alliance (see Ackerman & Hilsenroth, 2001, 2003; 
Horvath, 2001; Horvath & Bedi, 2002). It also highlights the importance of personal therapy, 
supervision and professional development, in order for therapists to accept their 
vulnerabilities and limitations (Safran & Muran, 2000), as well as cultivate and enhance their 
personal attributes and professional skills (Ackerman & Hilsenroth, 2001), given the crucial 
impact of therapist factors in successful alliance building and treatment outcome (Baldwin et 
al., 2007).  
Apart from personal vulnerabilities, most participants also made references to individual 
client vulnerabilities, which were brought to the therapeutic encounter and often led to the 
manifestation of ruptures. In accordance with previous research, participating therapists in 
theΝcurrentΝstudyΝreferredΝ toΝclients’ΝhighΝpersonalityΝpathologyΝ(KuutmannΝ&ΝHilsenroth,Ν
2011; Safran et al., 2005), poor interpersonal functioning (Diener et al., 2009; Sharpless et 
al., 2010), greater interpersonal problems (Hersoug et al., 2009; Messer & Wolitzky, 2010) 
and low readiness for change (Norcross, Krebs & Prochaska, 2011) as factors that often 
hindered the therapeutic process leading to alliance ruptures.ΝParticipants’ΝaccountsΝrevealedΝ
thatΝsuchΝrupturesΝwereΝoftenΝmanifestedΝinΝtheΝformΝofΝclients’Νambivalence,ΝconflictΝandΝ
resistanceΝtowardsΝtheΝtherapeuticΝendeavour.ΝForΝexample,ΝitΝappearedΝthatΝbothΝMaria’sΝandΝ
Sara’sΝclientsΝwereΝstruggling to balance their need for closeness and intimacy with their need 
for self-relianceΝandΝcontrol.ΝWhereas,ΝRose’sΝclientΝwasΝtornΝbetweenΝhisΝneedΝandΝhisΝfearΝ
of reaching self-awarenessΝ inΝ therapy.Ν Participants’Ν accountsΝ revealedΝ thatΝ suchΝ strugglesΝ
were emotionally tormenting for both members of the therapeutic dyad, giving rise to 
maladaptive interactional patterns that often resulted in therapeutic impasses. 
Therapist and client vulnerabilities related to therapeutic ruptures may be understood as 
moments ofΝ ‘intersubjectiveΝ negotiation’Ν betweenΝ twoΝ differentΝ subjectivitiesΝ (Benjamin,Ν
1990), whereby both members of the therapeutic dyad attempt to negotiate the needs of the 
self versus the needs of the other, hopefully leading to the experience of the self as a subject 
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without treating the other as an object. Moreover, each member of the dyad is called to 
negotiate his/her need for agency and autonomy, with his/her need for proximity and 
relatedness (Coutinho et al., 2009; Safran & Muran, 2000). Participants’Ν accountsΝ
demonstratedΝ thatΝ thisΝprocessΝwasΝparticularlyΝevidentΝ inΝclients’Νcases,ΝwhoΝappearedΝ toΝ
genuinely struggle between their need for and fear of relatedness, as they experienced it as 
threatening to their need for autonomy and self-definition. They therefore oscillated between 
moments of engagement and intimacy in the therapeutic relationship, and moments of 
sabotaging and undermining the therapeutic endeavour.  
Clients’Ν ambivalenceΝ andΝ resistanceΝ wasΝ oftenΝ interpretedΝ byΝ participatingΝ therapists as 
clients’Ν attemptsΝ toΝ protectΝ themselvesΝ fromΝpainfulΝ discoveriesΝ andΝ emotions,Ν asΝwellΝ asΝ
relational injuries and disappointments (see also Leahy, 2007; Safran & Muran, 2000). At the 
same time such attempts were experienced as dangerous and difficult to tolerate for both 
therapistsΝandΝclients,ΝaΝfindingΝthatΝalsoΝemergedΝinΝHaskayneΝetΝal.’sΝstudyΝ(2014).ΝItΝisΝhardΝ
toΝ tellΝ whetherΝ participatingΝ therapistsΝ viewedΝ clients’Ν resistanceΝ asΝ aΝ solelyΝ intrapsychicΝ
process or as a function of the interpersonal context within which it was taking place. In their 
study on ruptures in adolescent psychotherapy, Binder et al. (2008) came to the conclusion 
thatΝ therapistsΝ struggledΝ asΝ toΝwhetherΝ toΝ exploreΝ adolescents’Ν ambivalenceΝ inΝ relationΝ toΝ
intrapsychic factors or in relation to relational factors. In the present investigation, as well, 
there were divergences with regards to the extent that therapistsΝattributedΝclients’ΝresistanceΝ
to intrapsychic or interpersonal factors. There was however great convergence with regards 
to the acknowledgment of both therapist and client contribution to the manifestation of 
alliance ruptures, as highlighted in the emerged subthemes of intrapsychic and interpersonal 
dynamics, and individual vulnerabilities.   
Examined in combination, these findings appear to be more in line with contemporary 
relational theories (e.g. Aron, 1996; Mitchel, 1988) of conceptualising the therapeutic 
encounter in general, and therapeutic ruptures in particular. The two-person perspective 
regards the therapeutic relationship as a constant interplay between two subjectivities, 
whereby each contributes to the interaction and influences the other. From that perspective, 
ruptures ought to be explored and understood both intrapsychically, as well as interpersonally 
(Safran & Kraus, 2014; Safran & Muran, 2000). This conclusion is also supported by 
numerous research findings suggesting that therapist and client characteristics interact and 
affect the therapeutic alliance and outcome in general (Barber, 2009; Barber & Gallop, 2008; 
Wampold & Imel, 2007), as well as the manifestation and resolution of ruptures, in particular 
(Hill & Knox, 2009; Safran et al., 2011).   
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ExistingΝresearchΝhasΝillustratedΝthatΝrupturesΝoftenΝcomeΝasΝaΝresultΝofΝtherapists’ΝinflexibleΝ
adherence to techniques, such as increased transference interpretations (Piper et al., 1999), or 
extensive emphasis on cognitive distortions (Castonguay et al., 1996). Other studies have 
linked ruptures to client-therapistΝ disagreementsΝ overΝ therapeuticΝ strategiesΝ orΝ therapists’Ν
attempts to employ new interventions (Aspland et al., 2008; Coutinho et al., 2011; Hill et al., 
1996).ΝTherapists’ΝinflexibilityΝandΝmisapplication of techniques has been thus proven to have 
a negative relational impact on the development and maintenance of the alliance (Ackerman 
&Ν Hilsenroth,Ν 2001),Ν asΝ opposedΝ toΝ therapists’Ν accurateΝ interpretations,Ν asΝ wellΝ asΝ
encouragement of exploration, reflection and expression of affect (Ackerman & Hilsenroth, 
2003).  
Surprisingly, only one participant in the present study proposed a link between the type of his 
interventions, informed by his therapeutic approach, and the manifestation of an alliance 
rupture. This finding mayΝbeΝattributedΝtoΝparticipatingΝcounsellingΝpsychologists’ΝintegrativeΝ
and relational training, which could have arguably made them to adhere less rigidly to their 
preferred theoretical model, and demonstrate more flexibility in their clinical practice 
(Ackerman & Hilsenroth, 2001, 2003; Boswell et al., 2009).  In contrast, all but one 
participant attributed ruptures to the unfortunate pacing of their interventions. It seems like 
for the participating therapists ruptures were not so much the result of incorrect type, but 
rather of incorrect timing of interpretations, as eloquently portrayed by Rose who stated that 
“itΝmightΝhaveΝbeenΝaΝcorrectΝinterpretation,ΝbutΝitΝwasΝatΝtheΝwrongΝtime,ΝsoΝitΝwasΝtheΝwrongΝ
intervention, at the endΝofΝ theΝday”.ΝSomeΝparticipantsΝappearedΝ toΝmoveΝfasterΝ thanΝtheirΝ
clients’ preferred pace, jumping into an intervention that the client was not able to receive 
nor handle. In his account, George attributed his rather hasty intervention to his excitement 
andΝ impatienceΝ inΝ relationΝ toΝ workingΝ onΝ aΝ client’sΝ importantΝ issue.Ν RoseΝ conversely, 
attributedΝherΝratherΝintrusiveΝinterventionΝtoΝtheΝanxietyΝandΝfearΝevokedΝinΝherΝbyΝtheΝclient’sΝ
anger.Ν InΝ bothΝ casesΝ theΝ prematureΝ timingΝ ofΝ theirΝ interventionsΝ resultedΝ inΝ theΝ client’sΝ
withdrawal and shutting down. On the other hand, Stella and Christina provided accounts of 
the ways they prolonged proceeding into more challenging but necessary relational 
interventions,ΝoutΝofΝfearΝofΝandΝuneasinessΝaroundΝtheirΝclients’Νreactions.ΝInΝtheseΝcases,ΝtheΝ
therapist’sΝ lingeringΝseemedΝ toΝperpetuate and aggravate the rupture in the already fragile 
therapeutic relationship. Consequently, this appears as a rather interesting finding, which has 
been overlooked in current research on alliance ruptures, but nevertheless has theoretical 
explanations and carries significant clinical implications. 
Leiman and Stiles (2001) have suggested that interventions that are more challenging than 
theΝclientΝcanΝtolerateΝmayΝleadΝtoΝruptures,ΝasΝtheyΝareΝbeyondΝtheΝclient’sΝ‘zoneΝofΝproximalΝ
development’Ν(Vygotsky,Ν1978),ΝmeaningΝtheΝspaceΝbetweenΝtheΝclient’sΝactualΝandΝpotentialΝ
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development. They can thus be disregarded by clients, as they are experienced as entailing 
substantial and intolerable risk (Coutinho et al., 2011). Emmerling and Whelton (2009) have 
also found thatΝrupturesΝmayΝstemΝfromΝtherapists’ΝmisunderstandingsΝofΝclients’ΝstagesΝofΝ
change.ΝInΝcombination,ΝtheseΝfindingsΝunderscoreΝtheΝsignificanceΝofΝtherapists’ΝattunementΝ
withΝ clients’Ν stagesΝ ofΝ change,Ν adjustingΝ theΝ pacingΝ ofΝ theirΝ interventionsΝ toΝ clients’Ν
motivational stages and individual needs (Prochaska & DiClemente, 2005). Furthermore, 
theyΝechoΝtheΝRogerianΝviewΝonΝtheΝimportanceΝofΝstayingΝwithΝtheΝclient’sΝactualΝprocessΝandΝ
experience (Rogers, 1961), and once more highlight the importance of theΝtherapist’sΝabilityΝ
to contain and regulate instead of acting out difficult feelings (Moltu et al., 2010).  
The Resolution: The Way Out, the Therapeutic Transformation and the New Learning 
Experience 
The final superordinate theme that emerged from the present analysis is concerned with the 
process and impact of resolving therapeutic ruptures. Nevertheless, it should be 
acknowledgedΝthatΝtheΝconceptΝofΝ‘resolution’,ΝasΝcapturedΝinΝtheΝthreeΝemergedΝsubthemesΝisΝ
twofold, as it addresses both successful and unsuccessful rupture resolutions, which 
nevertheless constituted significant learning experiences for both therapists and clients.  
Participants’ΝnarrativesΝshedΝampleΝlightΝontoΝtheΝuniqueΝwaysΝthatΝtherapistsΝemployΝinΝorderΝ
to manage and overcome ruptures,ΝinΝotherΝwordsΝtheirΝidiosyncraticΝwaysΝofΝfindingΝaΝ‘wayΝ
out’Ν of therapeutic impasses. Whilst participants’Ν accountsΝ divergedΝ withΝ regardsΝ toΝ theΝ
therapeutic interventions they employed with specific clients, under specific conditions, there 
was nevertheless great convergence in relation to the key elements that they considered as 
crucial in rupture resolution, irrespective of their therapeutic orientations and preferred ways 
of practice. This finding is consistent with the view that the alliance, in general, and the 
processΝofΝaddressingΝallianceΝruptures,ΝinΝparticular,ΝisΝaΝ‘commonΝfactor’ΝacrossΝaΝrangeΝofΝ
therapeuticΝorientationsΝandΝcontexts,ΝandΝyetΝΝaΝ‘specificΝfactor’ΝtoΝtheΝhelpingΝprocessΝthatΝ
operates as a mechanism of change in and of itself (Coutinho et al., 2009; Horvath, 2000).  
All participants emphasised the importance of self-awareness and self-reflection in the 
process of rupture resolution. Unfortunately, in some cases this was only achieved 
retrospectively, when ruptures had substantially escalated or when clients had already decided 
to terminate therapy. This is not surprising, as the extreme negative emotionality, in 
combination with the intense intrapsychic and interpersonal dynamics surrounding ruptures 
may have compromised therapists’ΝreflectiveΝfunctioningΝandΝcapacityΝforΝmentalisationΝinΝ
the here-and-now (Fonagy & Target, 1997, 1998; Safran, Muran & Shaker, 2014). It also 
highlightsΝtheΝimportanceΝofΝtherapists’ΝabilityΝtoΝ‘reflect-in-action’Ν(Schön,Ν1983),ΝthatΝisΝtoΝ
be able to step back, identify negative processes and monitor their responses during the 
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unfolding of problematic therapeutic interactions (Binder & Henry, 2010). Indeed, most 
participating therapists stressed the significance of being able to disembed themselves from 
maladaptive enactments, in order to contain strong negative feelings and countertransference 
reactions, and respond in a non-defensiveΝandΝempathicΝwayΝtoΝtheΝclients’ΝwishesΝandΝneeds,Ν
asΝ portrayedΝ inΝ Angela’s,Ν Rose’sΝ andΝ George’sΝ accounts.Ν Participants’Ν emphasisΝ onΝ self-
awareness and self-reflection is in line with numerous qualitative and task analytic studies 
that highlight the importance of therapists attending to rupture markers, being aware of and 
accepting towards their feelings, disembedding from problematic relational matrices and 
acknowledging their contribution to the interaction (see Hill & Knox, 2009; Safran et al., 
2011;ΝSafranΝetΝal.,Ν2000).ΝGivenΝtheΝuniqueΝcapacityΝofΝIPAΝtoΝtapΝintoΝparticipants’ΝinnerΝ
experiences, participating therapists’Ν emphasisΝ onΝ intenseΝ self-reflection for successful 
rupture resolution may also provide an explanation, as to why some task analytic studies (e.g. 
Aspland et al., 2008; Cash et al., 2014) do not include any overt recognition or exploration of 
the ruptureΝitself,ΝbutΝratherΝincludeΝaΝtherapist’sΝinternalΝreviewΝofΝtheΝproblemΝorΝpattern.ΝItΝ
couldΝbeΝassumedΝthatΝinΝcertainΝcasesΝtherapists’ΝabilityΝtoΝengageΝinΝself-reflective practice 
and modify the therapeutic approach accordingly, without having to explicitly address and 
explore ruptures with clients, may in itself be sufficient for rupture resolution, depending on 
theΝtypeΝofΝtherapy,ΝtypeΝofΝruptureΝandΝclient’sΝneedsΝ(AsplandΝetΝal.,Ν2008;ΝSafranΝetΝal.,Ν
2011).  
Whilst self-awareness was portrayed as the necessary first step towards rupture resolution, 
participants’ΝaccountsΝalsoΝpointedΝoutΝtheΝvalueΝofΝmetacommunicationΝandΝimmediacyΝinΝ
the process of reparation, a finding that has also been evidenced in a number of qualitative 
(Coutinho et al., 2011; Hill et al., 2008; Moltu et al., 2010) and task analytic studies (Agnew 
et al., 1994; Bennett et al., 2006; Elliott et al., 2004; Safran et al., 2011). According to Safran 
andΝMuranΝ(2000)ΝmetacommunicationΝorΝotherwiseΝ‘mindfulnessΝinΝaction’Νconsists of the 
therapist stepping out of therapeutic enactments, characteristic of ruptures, and attempting to 
communicate about the interaction through collaborative exploration with the client. In that 
way, the therapist can move towards a third perspective that values the subjectivity of both 
clientΝandΝtherapistΝthroughΝempathisingΝwithΝtheΝclient’sΝexperience, without letting go of 
his own subjectivity (Safran et al., 2014b; Safran & Kraus, 2014). In the case of John, the 
very act of communicating about the therapeutic relationship in the here-and-now constitutes 
a relational act that carries a relational meaning, as it equally divides the responsibility for the 
ruptureΝ betweenΝ therapistΝ andΝ client,Ν highlightingΝ theΝ therapist’sΝ contributionΝ inΝ theΝ
interaction,Ν asΝ opposedΝ toΝ locatingΝ theΝ problemΝ solelyΝ withinΝ theΝ client’sΝ personalityΝ orΝ
behaviour. 
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Similarly, immediacy refers to the process of working with the therapeutic relationship in the 
here-and-nowΝthroughΝexploringΝclient’sΝ reactionsΝ toΝ theΝ therapeuticΝ relationship, drawing 
parallelsΝ betweenΝ theΝ therapeuticΝ relationshipΝ andΝ client’sΝ relationshipsΝ outsideΝ therapy,Ν
processing therapeutic ruptures, and disclosing personal feelings towards the client (Hill & 
Knox,Ν2009).Ν ΝStella’sΝaccountΝbeautifullyΝ illustrates the use of immediacy that ultimately 
facilitatesΝacquisitionΝofΝinsightΝintoΝtheΝclient’sΝpatternsΝofΝrelatingΝinΝandΝoutsideΝtheΝtherapyΝ
room,ΝwhereasΝ inΝ Elaine’sΝ accountΝ theΝ useΝ ofΝ immediacyΝ entailsΝ aΝ substantial amount of 
therapist self-disclosure which aims to foster re-connection and model to the client an 
alternative experience of a more authentic way of relating. At this point, it is worth 
pinpointingΝ thatΝ thereΝwasΝ substantialΝdivergenceΝbetweenΝparticipants’ΝaccountsΝasΝ toΝ theΝ
usefulness of making explicit links between ruptures in the therapeutic relationship and 
clients’Ν relationalΝ patternsΝ outsideΝ therapy.ΝThisΝ isΝ inΝ lineΝwithΝ existingΝ researchΝ findingsΝ
suggesting that transference interpretations, as opposed to open exploration of the here-and-
now of the therapeutic relationship, may be experienced by clients as blaming and criticising 
suggesting that the problem lies primarily within the individual, as opposed to stemming from 
the mutuality of the therapeutic relationship (Piper et al., 1991; Safran et al., 2005, 2011). 
In accordance with clinical research (Dalenberg, 2004; Elliott et al., 2004; Rhodes et al., 1994; 
Safran et al., 2011), all participants also stressed the importance of exploring and taking 
responsibility for their own contribution to the interaction, highlighting once again the 
essentially relational and intersubjective nature of the therapeutic encounter, whereby 
therapist and client are viewed as active co-participants, who mutually affect and are affected 
by each other (Aron, 1996; Mitchell, 1988). From an intersubjective framework, ruptures thus 
carryΝ relationalΝ meaning,Ν sheddingΝ lightΝ ontoΝ clients’Ν uniqueΝ relationalΝ patterns,Ν andΝ areΝ
inherently embedded in the unique relational context of the therapeutic interaction (Safran & 
Kraus, 2014; Safran & Muran, 2000). By accepting responsibility and apologising, therapists 
can therefore model to clients that mistakes and anger are possible but can be overcome within 
the context of a good therapeutic relationship, and thus provide them with corrective 
emotional experiences (Dalenberg, 2004; Safran & Muran, 2000), as eloquently described in 
Rose’sΝ account.Ν AtΝ theΝ sameΝ time,Ν acceptingΝ negativeΝ feelingsΝ andΝ takingΝ responsibilityΝ
appears to protect therapists from turning negative feelings inwards and internalising 
unnecessary guilt, which is associated with unsuccessful rupture resolution (Hill et al., 2003). 
Participants’ΝnarrativesΝrevealedΝthatΝsuccessfulΝruptureΝresolutionΝhadΝpositiveΝconsequencesΝ
on a number of levels for both members of the therapeutic dyad. In line with existing 
literature, the process of repairing therapeutic ruptures in itself was perceived by many 
participantsΝasΝaΝwindowΝintoΝclients’ΝcoreΝorganisingΝprinciplesΝ(SafranΝ&ΝMuran,Ν2000),ΝasΝ
well as a means towards clarifying and understandingΝclients’ΝunderlyingΝwishesΝandΝneedsΝ
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(SafranΝetΝal.,Ν2011).ΝThisΝwasΝgraphicallyΝillustratedΝinΝJohn’sΝaccountΝinΝwhichΝheΝcommentsΝ
on the way his client showed him that she firstly needed him to provide her with nurturance 
and security, in order to use himΝ asΝ aΝ ‘secureΝ base’Ν fromΝwhichΝ sheΝ couldΝ proceedΝ intoΝ
exploring painful issues and engaging into action. Furthermore, the process of rupture 
resolution appeared to have provided both therapists and clients with the opportunity to 
negotiate their needs with the needs of the other, both taking responsibility for their 
contribution to the interaction, and thus both treating and relating to each other as a subject, 
as opposed to an object (Coutinho et al., 2009; Safran & Muran, 2000), as highlighted in 
Maria’sΝaccount.ΝSuccessfulΝruptureΝresolutionΝwasΝthusΝexperiencedΝbyΝallΝparticipantsΝasΝ
enhancing to the alliance, deepening the therapeutic work and fostering intimacy and 
closeness,ΝasΝportrayedΝinΝbothΝMaria’sΝandΝChristina’sΝaccounts.ΝParticipants’Νexperiences 
are consistent with existing research findings suggesting that therapeutic ruptures and repairs 
have a positive impact on the therapeutic alliance, enable clients to express their feelings, and 
constitute corrective relational and learning experiences for clients (Coutinho et al., 2011; 
Hill et al., 2003, 2008; Hill & Knox, 2009; Kasper et al., 2008; Rhodes et al., 1994; Safran et 
al., 2011).  
In their accounts, all participants provided moving descriptions of positive and warm feelings 
following successful rupture resolution, such as happiness, joy and pride. It seems like the 
negative emotionality framing ruptures was somehow replaced by a sense of emotional 
synchronicity, closeness and reconnection, after reparation had taken place, as poignantly 
describedΝinΝChristina’sΝaccount.ΝAndΝthisΝsenseΝofΝemotionalΝattunementΝalsoΝappearedΝtoΝ
have been physically embodied and felt, as opposed to verbally articulated and 
communicated,ΝasΝifΝrepresentedΝinΝtheΝformΝofΝanΝ‘implicitΝrelationalΝknowing’Ν(Stern,Ν1985) 
takingΝplaceΝwithinΝtheΝ‘interpersonalΝunconscious’ΝofΝbothΝtherapistΝandΝclientΝ(ScharffΝ&Ν
Scharff,Ν2011).ΝParticipants’ΝdescriptionsΝofΝtheirΝpositiveΝemotionalΝexperiencesΝfollowingΝ
therapeuticΝ repairsΝ echoΝ HaskayneΝ etΝ al.’sΝ findingsΝ (2014),Ν asΝ captured in the emerged 
subthemeΝ‘emotionalΝsensitivity’,ΝwherebyΝtherapistΝandΝclientΝdyadsΝnarratedΝexperiencesΝofΝ
emotional attunement, containment and intimacy following rupture resolution. At the other 
end of the spectrum, unsuccessful rupture resolution was accompanied by a series of 
uncomfortable and negative feelings that often appeared to have lingering effects on 
therapistsΝevenΝafterΝyearsΝofΝ therapyΝtermination,ΝaΝfindingΝalsoΝevidencedΝinΝHillΝetΝal.’sΝ
study (1996). Some participating therapists experienced a sense of guilt, regret and self-doubt 
withΝregardsΝtoΝtheΝwayΝtheyΝhandledΝtherapeuticΝimpasses,ΝasΝdepictedΝinΝMia’sΝaccounts.ΝOnΝ
the contrary, other therapists came across as having experienced immense relief following 
clients’ΝprematureΝtermination due to unresolved impasses, as if they had been saved from 
great suffering and pain. 
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Taken together, these findings highlight the importance of affect regulation in rupture 
resolution,ΝmeaningΝ therapists’Ν abilityΝ toΝmanageΝ andΝ tolerateΝ theirΝ own, as well as their 
clients’ΝdifficultΝandΝunbearableΝfeelingsΝ(MuranΝetΝal.,Ν2010;ΝSafranΝ&ΝKraus,Ν2014).ΝInΝtheΝ
healthy mother-infant dyads, moments of affective miscoordination are usually followed by 
moments of affective coordination that enable the infant to bear difficult feelings, as well as 
to build a relational schema of the other as essentially available and a schema of the self as 
capable of eliciting closeness (Tronick, 1989). In that way, the infant gradually learns to 
regulate, attribute meaning to and communicate his/ her emotions (Gergely & Watson, 1996). 
Similarly, in the therapeutic dyad, when ruptures are followed by repairs characterised by 
emotional attunement, the client can arguably develop an adaptive relational schema of others 
as potentially available and a schema of the self as capable of negotiating relatedness, even 
in the face of interactional ruptures (Safran & Muran, 2000; Safran & Segal, 1996). It has 
therefore been argued that the reparation of therapeutic ruptures may directly contribute to 
theΝresolutionΝofΝclients’ΝrelationalΝdifficultiesΝ(Horvath,Ν2000). 
AΝfinalΝfinding,ΝcommonΝtoΝallΝparticipants’Νnarratives,ΝwasΝtherapists’ΝexperiencesΝandΝviewsΝ
of therapeutic ruptures and repairs as fundamentally relational and learning experiences for 
both members of the therapeutic dyad. Most therapists appeared to perceive ruptures and 
repairsΝasΝopportunitiesΝtoΝofferΝclients’ΝcorrectiveΝemotionalΝexperiencesΝenablingΝthemΝtoΝ
replace their existing relational schemas with more adaptive ones (see Coutinho et al., 2011; 
SafranΝetΝal,Ν2011;ΝSafranΝ&ΝMuran,Ν2000).ΝThisΝwasΝespeciallyΝpertinentΝinΝbothΝRose’sΝandΝ
Elaine’sΝ accounts,Ν wherebyΝ theyΝ providedΝ aΝ conceptualisationΝ ofΝ rupturesΝ asΝ ‘optimalΝ
frustrations’.ΝTheyΝbothΝstressedΝtheΝimportance of the therapist occasionally failing clients, 
in order to enable them to let go of their sense of omnipotence and prepare them for the 
disillusionmentΝ ofΝ theΝ realΝworld,Ν justΝ likeΝ theΝ ‘goodΝ enoughΝmother’Ν doesΝ forΝ herΝ infantΝ
(Winnicott, 1956). In that wayΝclientsΝ canΝgraduallyΝcomeΝ toΝacknowledgeΝ theΝ therapist’sΝ
limitations, as well as their separateness, as individuals with their own wishes and needs, 
which can never be fully met, but can nevertheless be acknowledged and validated. It is 
through this process that clients come to realise that relatedness is possible in separateness, 
nurturance is possible in the presence of negative feelings and togetherness is not contingent 
upon disowning parts of oneself (Safran & Kraus, 2014; Safran & Muran, 2000).  
AtΝtheΝotherΝendΝofΝ theΝspectrum,Νparticipants’ΝaccountsΝrevealedΝthatΝ therapeuticΝrupturesΝ
constituted valuable learning lessons for therapists, as well. Different therapists appeared to 
have learnt different things, but there was great convergence with regards to the therapeutic 
valueΝ andΝ constructiveΝ natureΝ ofΝ ruptures,Ν despiteΝ participants’Ν strugglesΝ toΝ manageΝ andΝ
overcome them. For example, Christina describes how she has gradually become more aware 
of and attuned with subtle indications of ruptures in the therapeutic relationship, and has come 
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to view them as opportunities for exploration. In fact, she appears to consider them as more 
beneficial than a stable and harmonic alliance, a view that was also supported by other 
participants and is in line with naturalistic studies linking rupture and repair sequences to 
greater treatment gains (Gumz et al., 2012; Kivlighan & Shaughnessy, 2000; Stiles et al., 
2004; Strauss et al., 2006). Furthermore, ruptures were portrayed in the majority of 
participants’Νaccounts as therapeutic events that have enabled them to come to terms with 
their weaknesses and limitations, as therapists as well as human beings, leading them to 
abandonΝ theirΝ delusionsΝ ofΝ omnipotenceΝ andΝ comeΝ toΝ acceptΝ theΝ realityΝ ofΝ beingΝ ‘goodΝ
enough’.Ν This is a rather important finding, as according to Safran and Muran (2000) 
therapists’ΝacceptanceΝofΝtheirΝownΝpains,ΝfailuresΝandΝlimitationsΝisΝcrucialΝforΝtheirΝabilityΝtoΝ
acceptΝandΝshowΝcompassionΝtowardsΝclients’Νfeelings,ΝasΝopposedΝtoΝbecomingΝhooked on 
clients’ΝdysfunctionalΝrelationalΝmatrices. 
Methodological Limitations and Reflections 
Limitations  
IPA sampling tends to be purposive and broadly homogenous, as a small sample size can 
provide a sufficient perspective given adequate contextualisation (Smith & Osborn, 2003; 
Smith et al., 2009). The sample of the present study was homogenous in that it consisted of 
ten chartered counselling psychologists, but heterogeneous in that it was comprised by 
therapists of different theoretical orientations and professional posts. On the one hand, it 
could be argued that the heterogeneous sample was representative of the therapeutic 
community of counselling psychologists allowing for some generalisability of findings. On 
the other hand, as mentioned by other authors (e.g. Carradice at al., 2002; Flowers, Duncan, 
& Frankis, 2000), it should be pointed out that not all participants articulated the themes 
identified, suggesting that individuals might have held a more limiting understanding of the 
phenomenon investigated, than that portrayed by the group model, especially if we take into 
account the fact that participants demonstrated different levels of familiarity with the 
literature on the topic under investigation. It could therefore be argued that therapists from 
the same theoretical background, with similar knowledge of the topic of alliance ruptures 
might have given rise to a different pattern in the data and thus caution should be exerted 
when generalisations are drawn from the current study. However, it should be noted that other 
authors have argued for the use of heterogeneous samples when using IPA, as it allows 
transferability of findings and captures diversity of perspectives (Carradice at al., 2002).  
Furthermore, the sample consisted of counselling psychologists trained in the UK but 
practicing in Greece, and therefore cautionΝshouldΝbeΝalsoΝexercisedΝagainstΝmakingΝ‘generalΝ
claims’ and attempting to transfer the findings of the present study to other populations and/ 
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or contexts (Elliott et al., 1999), as counselling psychologists from different socio-cultural 
backgrounds might have given rise to a different data pattern. For example, the majority of 
participating therapists in the current study were employed in private practice or organisations 
providing time-limited or open-ended psychotherapy. Counselling psychologists employed 
within NHS settings, mainly offer their services in IAPT programmes implementing short-
term, cost-effective treatments with CBT being the dominant force. Within such a context, 
the rationalisation, manualisation and bureaucratisation of treatments often leave little space 
for relational ‘anxiety-work’, meaningful emotional involvement with clients (Rizq, 2011, 
2012) and engagement in self-reflective practice (Donati, 2016). Consequently, therapists 
may potentially lack the time, energy and training to develop strong therapeutic alliances, 
address relational issues and successfully negotiate ruptures. Such a sample of counselling 
psychologists could have thus provided a completely different account on the way they 
experience, make sense of and manage therapeutic ruptures and repairs.  
Furthermore, it is important to take into account that, as counselling psychologists, 
participants were trained in a variety of therapeutic models with an emphasis on humanistic 
and relational values of practice. This could have arguably made them more sensitive towards 
process and relational issues, as well as more adept at tracking and managing ruptures in the 
therapeutic relationship. It could thus be argued that a sample consisting of therapists of 
different theoretical backgrounds and models of practice might have given a different pattern 
in the data, as according to research the theoretical background and epistemological values 
of therapists significantly affect their relational styles and ways of practice (see Arthur, 2001).  
Additionally, it is worth to briefly consider the particularity of the historical and socio-
political contextΝframingΝparticipants’ΝexperiencesΝandΝmeaning-making processes (Eatough 
& Smith, 2008). As previously mentioned, participating therapists were chartered counselling 
psychologists trained in the UK but practicing in Greece during an undoubtedly turbulent 
period of political instability, economic upheaval and rising unemployment. Within this 
context of uncertainty, anxiety and despair, both therapists and clients are often faced with 
financial issues threatening their identity, security and self-esteem. Clients may be 
significantly distressed by money issues, whereas therapists themselves may be confronted 
with a significant reduction in their caseload and income struggling to preserve the viability 
of their practice (Apostolopoulou, 2013; Zur, 2009b). On the one hand, it could be argued 
that such anxieties manifesting themselves within the therapeutic relationship and dynamics 
could have presumably given rise to intense ruptures posing marked challenges on the work 
of participating therapists. On the other hand, it could also be assumed that therapists 
struggling to sustain the viability of their practice could have devoted substantial effort and 
commitment to repairing ruptures, in order to prevent clients from dropping out.  In any case 
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it would be interesting to investigate whether therapists practicing in a socio-political climate 
of prosperity, stability and security would have articulated the same worries, fears and 
anxieties or they would have experienced and managed therapeutic ruptures in similar ways.  
A final but important point regarding the sample characteristics is that participating 
therapists’ΝnativeΝtongueΝwasΝGreek.ΝAllΝparticipantsΝhadΝcompletedΝaccreditedΝprogrammesΝ
and had practiced in the UK. They were therefore fluent in the English language. However, 
research shows that culture is internalised and communicated through language, and that 
bilingual speakers often think about and represent things, (Ji, Zhang, & Nisbett, 2004), 
process and understand informationΝ (Lemhöfer,ΝDijkstra,ΝSchriefers,ΝBaayen,ΝGrainger, & 
Zwitserlood, 2008), recollect and interpret events (Marian & Neisser, 2000), categorise and 
express emotions (Kitayama & Markus, 1994; Wierzbicka, 2004) differently in a second 
language rather than their mother tongue. Given the importance of language in the 
construction of our lifeworld and shaping of our subjective experiences (Eatough & Smith, 
2008), it could thus be argued that the fact that the interviews were not conducted in 
participants’ΝmotherΝtongueΝmayΝhaveΝconstituted a socio-linguistic restriction constraining 
participants’ cognitive processing and emotional expression, and thus failing to fully capture 
the richness and depth of their experiences and sense-making processes. Moreover, it could 
be also hypothesised that participatingΝtherapists’ΝsubjectiveΝexperiences,ΝunderstandingsΝandΝ
recollections of therapeutic ruptures and repairs may have been coloured by their unique 
socio-cultural background, rendering transferability of findings to other populations and 
contexts a rather cautious task.  
Despite the aforementioned considerations,ΝitΝisΝworthΝhighlightingΝthatΝparticipants’ΝaccountsΝ
appeared to be to a large extent consistent with existing research allowing for a certain amount 
of theoretical generalisability and practical applicability, and ultimately permitting readers to 
evaluate them alongside their own theoretical knowledge and professional experience (Smith 
& Osborn, 2007). In any case, it would be interesting to replicate the present findings with 
different therapist groups, in terms of theoretical orientation, clinical experience and socio-
cultural background. 
Another possible limitation is that the sample was self-selected, and therefore possibly 
consisting of counselling psychologists who were more accessible or more comfortable with 
and adept at managing therapeutic ruptures, thus compromising the representativeness of the 
research findings (see Miles & Huberman, 1994). However, the fact that all participants spoke 
about mistakes and failures in the management of ruptures, and described extreme struggles 
and negative emotionality surrounding therapeutic impasses does not seem to support this 
claim. In addition to this consideration, it should be also acknowledged that the present study 
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only examined therapists’ΝperspectivesΝonΝtherapeutic ruptures and repairs, thus not telling 
theΝwholeΝstory.ΝItΝwouldΝhaveΝbeenΝinterestingΝtoΝhaveΝbothΝtherapists’ΝandΝclients’Νaccounts,Ν
in order to acquire multiple and multifaceted perspectives on the topic under investigation 
(see Coutinho et al., 2011; Haskayne et al., 2014) as rupture resolution is an essentially 
interpersonal process (Rhodes et al., 1994). 
A further limitation lies in the retrospective nature of the acquired data. Unfortunately in 
retrospective recollections of actual events, the description of subjective, internal experiences 
may be skewed by memory (see Dickson, Knussen & Flowers, 2007), meaning that findings 
are limited to information that participants are aware of and willing to disclose (Coutinho et 
al.,Ν2011;ΝHillΝetΝal.,Ν1996).ΝFurthermore,ΝitΝisΝpossibleΝthatΝtherapists’Νmemories,ΝexperiencesΝ
and meaning-making processes of therapeutic ruptures may have evolved and reconstructed 
overΝtimeΝinfluencingΝtheΝfinalΝ‘product’ΝpresentedΝinΝtheirΝnarratives. The interviewer did not 
ask participants to recall ruptures that had occurred within a particular context, and it is true 
that whilst some participating psychologists chose to talk about fairly recent or ongoing 
ruptures, others recalled ruptures that had occurred during their training or the beginning of 
their professional practice. It may have therefore been more useful to have requested from 
participants to recall fairly recent ruptures or alternatively to have combined qualitative 
analysis of recalled events with qualitative analysis of actual events, as advocated by certain 
researchers (Hill & Knox, 2009). In that way, observing actual tapes of therapy sessions and 
interviewing participants about events after the session could have enabled us to acquire 
different and complementary perspectives on the overt and covert processes involved in 
rupture events. However, it is worth highlighting that all participants were able to recall 
rupture-repair events with a substantial amount of detail and self-reflection, as captured in 
their rich and elaborate accounts.  
An inherent limitation of the study is related to the employed qualitative methodology, 
namely IPA. Although IPA has the unique advantage of capturing subjective lived 
experiences and meaning-making processes it is not without certain limitations, as it does not 
provide causal explanations for them and does not take into account the historical and socio-
cultural contexts framing such experiences and processes (Willig, 2013). Employing a 
mixed-method design or combining IPA with Foucauldian Discourse Analysis could have 
arguably provided us with a richer and more complete understanding of the topic of 
therapeutic ruptures and repairs (Eatough & Smith, 2008), therefore enhancing the 
validity and credibility of the findings through triangulation (see Hammersley, 2008; 
Patton, 1999).  
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Qualitative research acknowledges that there are biases that the researcher brings to the 
researchΝprocess.ΝInΝIPA,ΝtheΝresearcher’sΝperspectiveΝwillΝhaveΝanΝeffectΝonΝtheΝinterpretativeΝ
process (Smith, 1996), which can raise questions of reliability and validity (Golsworthy & 
Coyle,Ν 2001).Ν DespiteΝ attemptsΝ toΝ acknowledgeΝ andΝ ‘bracket’Ν existingΝ knowledge,Ν
preconceptions, and biases when conducting the interviews and analysis, it should be 
acknowledgedΝthatΝtheΝresearcher’sΝinfluencesΝfromΝpreviousΝliterature findings, as well as 
her deep-seated interest in integrative and relational models of psychotherapy might have 
constituted a bias in the process of data gathering and interpretation. However, there were 
attempts to address and overcome such issues through a thorough grounding of the 
interpretationsΝinΝparticipants’Νextracts,ΝasΝwellΝasΝthroughΝtheΝprocessΝofΝ‘triangulation’ΝofΝ
findings by involving my supervisor and a colleague in the cross-referencing of the emergent 
produced themes (see Patton, 1999). Furthermore, enough verbatim evidence was presented, 
in order to allow readers to evaluate the analysis and to establish internal coherence by 
determining whether the presented interpretations were coherent with the data, as advocated 
by Osborn and Smith (1998). 
Lastly, it could be argued that the fact that both the interviewer and participants were 
counselling psychologists, as well as practicing therapists might have given rise to a social 
desirability bias (McLeod, 2003). Some participants were awareΝofΝtheΝresearcher’sΝinterestΝ
in relational and intersubjective models of psychotherapy, and it is possible that this 
knowledge may have exercised some pressure on them to meet presumed expectations or hide 
personal weaknesses and vulnerabilities, in order to be viewed favourably by the researcher. 
However, the content, as well as the openness and intimacy of the interviews do not seem to 
support this claim. In fact, the majority of participants paralleled the interview with 
supervision and appeared very appreciative of the opportunity to reflect on therapeutic 
ruptures with clients.  
Reflections 
TheΝresearcher’sΝepistemologicalΝandΝpersonalΝreflexivity,ΝasΝwellΝasΝissuesΝaroundΝvalidityΝ
and trustworthiness, before and during the research project, have been extensively discussed 
in previous sections. In this section, I will therefore attempt to explain the ways in which I 
have been influenced and shaped as a researcher, supervisor and clinician following the 
completion of the current investigation. 
Conducting this research was undoubtedly a strenuous but deeply rewarding process. Whilst 
I had been engaged in the conduct of qualitative research, and IPA in particular, during my 
training, as well as post-training years, my deep involvement in the current research project 
and immersion into relevant literature has made me realise the extent of my ignorance and 
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limitationsΝwithΝregardsΝtoΝtheΝknowledgeΝIΝnaïvelyΝthoughtΝIΝalreadyΝpossessedΝaroundΝtheΝ
philosophical underpinnings and methodological features of IPA. Through my extensive 
engagement with the research project, I have gradually become much more confident in my 
ability to conduct qualitative analysis and IPA in particular. I have also had the opportunity 
to reflect on and re-evaluate my epistemological standpoint as a qualitative researcher who 
struggles between her faith in the validity of subjective experience and her belief that the 
socio-cultural contexts, which we inhabit, unavoidably shape, reform and redefine our 
subjective worlds and meaning-making processes. I have therefore also come to evaluate my 
existing values, biases and preconceptions that I firstly needed to understand and accept, 
beforeΝ beingΝ ableΝ toΝ ‘bracket’Ν them.Ν ThatΝ wasΝ notΝ anΝ easyΝ task,Ν asΝ IΝ tendΝ toΝ feelΝ quiteΝ
passionately about the things I believe in. Involving myself in the research project has also 
‘forced’ΝmeΝtoΝbecomeΝmoreΝdisciplinedΝandΝorganisedΝinΝtheΝwayΝIΝworkΝandΝliveΝmyΝlife,ΝasΝ
it required a high level of time-management and organisational skills, if I were to balance my 
professional with my personal life. Another gift that arose from this process was that I now 
feel much more confident and complete in my counselling psychologist identity as a 
‘scientist-practitioner’,ΝasΝwellΝasΝa ‘reflectiveΝpractitioner’.ΝLastly,Νthe process of conducting 
the study, in combination with the emerged findings has strengthened my faith in the value 
of qualitative methods of inquiry that can shed light onto process issues that are highly 
relevant for clinical practice.  
In my professional life, I have the immense luck of being a lecturer on an MSc programme 
in Integrative Counselling and Psychotherapy, as well as of being a supervisor for trainee 
counsellors and psychotherapists. During the research process, I became so fascinated by my 
research topic and practical implications that I decided to introduce two new lectures into the 
course; one on the therapeutic relationship in the different schools of psychotherapy and 
another one on therapeutic ruptures and repairs. To my great satisfaction, both lectures were 
enthusiastically received by students, who appeared much taken with the applicability of 
these topics to their counselling practice. I have also gradually started to introduce relevant 
theory on therapeutic ruptures and repairs into my supervision sessions, in order to enable 
supervisees to capture and manage relational difficulties with clients in light of relevant 
theoretical perspectives and research findings. At the same time, I have gradually become 
much more aware of and attuned to subtle markers indicating ruptures in the supervisory 
relationship, which I attempt to manage through regularly asking feedback from my 
supervisees, as well as through inviting them for an open exploration of what is taking place 
between us.  
My involvement with the research project has also unavoidably influenced me as a 
practitioner counselling psychologist in a quite radical and productive way. Becoming 
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familiar with relevant literature on alliance ruptures and repairs, as well as listening to 
participants’ΝstoriesΝhasΝretrospectivelyΝenabledΝmeΝtoΝmakeΝsenseΝofΝbothΝpastΝandΝpresentΝ
therapeuticΝrupturesΝwithΝclients.ΝAtΝtheΝtimeΝIΝwasΝlackingΝtheΝ‘vocabulary’ΝtoΝdefineΝthemΝ
as such, and therefore my theoretical understanding and clinical capacity was limited in its 
scope and utility. But, through my engagement with my research investigation, it feels like I 
have discovered a whole new world of meanings and possibilities, a world that I was 
unconsciously and scarcely aware of, but I never quite had the ‘evidence’Ν toΝ proveΝ itsΝ
existence.ΝListeningΝtoΝandΝanalysingΝparticipants’ΝexperiencesΝhasΝsomehowΝmadeΝmeΝfeelΝ
less alone and less inadequate experiencing a sense of universality and togetherness. Delving 
deeper and deeper into the literature and analysis significantly enhanced my knowledge on 
the topic and increased both my confidence and competence in dealing effectively with 
therapeutic ruptures. I have always worked relationally with clients, but it is through this 
research process that I have found even more courage and strength to actively address 
therapeutic ruptures in the here-and-now,Ν andΝ refrainΝ fromΝ takingΝ clients’Ν aggressionΝ orΝ
withdrawal personally, and thus acting defensively or driven by guilt. I have also started to 
request more feedback from clients on what they like and what they do not like in the 
therapeutic process. Overall, my involvement with the research project has enabled me to 
grow and mature as a practitioner, and has also strengthened my belief in the humanistic and 
relational models of psychotherapy that emphasise mutuality, intersubjectivity, spontaneity 
and authenticity.  
Implications for Counselling Psychology Research, Training and Practice 
TheΝcurrentΝresearchΝprojectΝaimedΝtoΝinvestigateΝcounsellingΝpsychologists’Νexperiences and 
meaning-making processes of therapeutic ruptures and repairs. Counselling psychology has 
been defined as the application of psychological knowledge to the practice of counselling 
(Strawbridge & Woolfe, 2003), whilst BPS guidelines encourage the development of 
phenomenological models of research and practice “…which marry the scientific demand for 
rigorous empirical inquiry with a firm value base grounded in the primacy of the 
counselling/psychotherapeuticΝ relationship”Ν (BPS,Ν 2005,Ν p.1).Ν InΝ accordance with the 
aforementioned guidelines, the current study employed a qualitative, phenomenological 
method of inquiry, in order to address a complex phenomenon, which holds significant 
practical and clinical implications for counselling psychologists. 
Current research on alliance ruptures and repairs is dominated by quantitative studies, such 
as naturalistic and task analytic studies, which have provided us with compelling evidence 
with regards to the importance of rupture resolution for positive treatment outcome, and have 
enhanced our understanding in relation to the necessary steps required for successful rupture 
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resolution (see Hill & Knox; 2009; Safran et al., 2011). However, such studies fail to capture 
participants’ΝinnerΝexperiencesΝandΝmeaning-making processes during rupture events, as well 
as to illuminate the ways in which rupture resolution operates as a mechanism of change 
affecting the therapeutic relationship, process and outcome (see Coutinho et al., 2009; Gumz 
et al., 2012; Hill & Knox, 2009). Furthermore, the majority of qualitative studies conducted 
in the field have employed Consensual Qualitative Research (CQR; Hill et al., 2005), a 
qualitativeΝresearchΝmethodologyΝcapableΝofΝtappingΝintoΝparticipants’ΝinnerΝexperiencesΝandΝ
covert processes during rupture events, but which nevertheless espouses a postpositivist 
epistemology,ΝinΝtermsΝofΝemphasisΝonΝjudges’ΝconsensusΝtoΝconstructΝtheΝinterpretationΝofΝ
theΝdataΝ(HillΝetΝal.,Ν2005)ΝratherΝthanΝonΝtheΝprovisionΝofΝrichΝdescriptionsΝofΝparticipants’Ν
subjective experiences (Hill et al., 2003). Consequently, by employing Interpretative 
Phenomenological Analysis, the current study aspired to complement existing quantitative 
andΝqualitativeΝstudiesΝbyΝexploringΝandΝilluminatingΝcounsellingΝpsychologists’Νsubjective 
experiences, whilst taking into account the socio-cultural context which frames such 
individual processes (Smith, 2011). IPA was chosen as the methodology that could best 
answer the research questions. At the same time IPA is highly compatible with the humanistic 
ethos of Counselling Psychology that privileges equally subjectivity and intersubjectivity, 
and encourages practice-led research (BPS, 2005). 
Implications for Research 
The findings that emerged from the present study suggest that current research may benefit 
from a re-definition of alliance ruptures, as existing definitions as proposed by Safran and 
Muran (2006) do not seem to fully capture the intersubjective nature and the emotional 
struggle framing ruptures (see also Haskayne et al., 2014). In addition, existing rupture 
conceptualisations do not appear to offer conclusive evidence with regards to the impact of 
rupture intensity on the therapeutic alliance. The present study also revealed that ruptures 
often manifest themselves in the form of power and control struggles, a finding that has been 
witnessed in a couple of studies (Aspland et al., 2008; Haskayne et al., 2014), but has not 
been given adequate consideration in current research, and arguably deserves further 
investigation. The intense negative emotionality and pertinent dilemmas experienced by 
participants during ruptures may also constitute fertile areas for further research that could 
focusΝonΝ theΝ relationshipΝbetweenΝ therapists’Ν capacityΝ forΝ affectΝ regulationΝandΝ successfulΝ
rupture resolution. The powerful intrapsychic and interpersonal dynamics, in combination 
with the individual vulnerabilities that were thought to give rise to ruptures and impede 
resolution illuminate the ways in which client and therapist characteristics interact and may 
operate as moderating variables in the processing and resolution of therapeutic ruptures (see 
Hill & Knox, 2009). This conclusion has been highlighted in numerous research findings 
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(Barber, 2009; Safran et al., 2011), but needs further investigation and replication, as the ways 
client and therapist characteristics interact and affect each other during rupture events, and 
under which conditions, remain rather vague and unclear. A very interesting finding of the 
present research project, that has been absent from existing research is that participants often 
attributed ruptures to the pacing/ timing of interventions. It may therefore be useful to conduct 
furtherΝresearchΝonΝrupturesΝandΝtheirΝrelationshipΝtoΝclients’ΝstagesΝofΝchange.ΝParticipantsΝ
also pinpointed the importance of immediacy and metacommunication, as a central 
mechanism of change in the process of rupture resolution. However, further research is 
needed, in order to assess with what client groups, at which stage of therapy, and under which 
conditions relational work is indicated. Lastly it would be worth to further investigate the 
exact impact of rupture resolution within and outside therapy (see also Hill & Knox, 2009). 
Overall, research on therapeutic ruptures and repairs constitutes a rather fertile and intriguing 
area for counselling psychologists, as it entails significant practical implications that can be 
directly implemented in clinical practice.  
Implications for Training 
Findings from the current study also hold important implications for the training of 
counselling psychologists. Despite the fact that the research sample consisted of experienced 
counselling psychologists, all participants appeared to struggle with alliance ruptures 
emotionally, behaviourally and interpersonally. Their accounts revealed that they often felt 
entrapped in intense transference and countertransference dynamics, and dysfunctional 
interpersonal dynamics that were often triggered by their personal vulnerabilities, and led 
them to react in counter-therapeutic ways. These findings highlight the importance of training 
counselling psychologists in the building and repairing of the therapeutic alliance, in order to 
enhance their theoretical knowledge and practical skills on the matter (see Crits-Christoph et 
al., 2006; Safran et al., 2014). At this point, it is worth mentioning that, despite the primacy 
of the therapeutic relationship in Counselling Psychology, the majority of participating 
psychologists were unfamiliar with relevant theory and research on alliance ruptures. It is 
thus proposed that Counselling Psychology programmes in the UK could certainly benefit 
from introducing the topic in their curriculum. For example, trainee students could 
substantially increase their confidence in addressing and dealing with alliance ruptures 
through watching educational videos, participating in role plays or practicing their 
counselling skills in simulated environments (see Binder & Henry, 2010; Hill & Knox, 2009). 
At the same time, it is worth pointing out that studies investigating the impact of alliance-
focused training on rupture resolution have yielded mixed results (Binder, 1993; Crits-
Christoph et al., 2006) suggesting that the relational skills involved in rupture resolution are 
not easily manualised nor mastered by all therapists. This conclusion could be explained in 
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lightΝofΝtheΝpresentΝfindingΝthatΝtherapists’ΝpersonalΝvulnerabilitiesΝinterfereΝwithΝtheirΝabilityΝ
to successfully negotiate therapeutic ruptures. Another venue for such training could therefore 
be supervision, where counselling psychologists may engage in self-reflection on their 
affective reactions and thought processes behind their actions, examine their own intrapsychic 
and interpersonal processes, contain difficult feelings, and practice new skills involved in 
rupture resolution within the safety of the supervisory relationship (see also Binder & Henry, 
2010; Hill & Knox, 2009). The fact that most participants recalled ruptures that had occurred 
during their training or early in their professional practice suggests that the ability to work 
relationally matures and develops with time and experience. The current findings therefore 
also highlight the necessity of continuing professional development, as well as personal 
therapy, in order to enable counselling psychologists to acquire self-awareness, and mature 
both personally and professionally.  
Implications for Practice 
Lastly,Ν participants’Ν experiencesΝ ofΝ therapeuticΝ rupturesΝ andΝ repairsΝ carryΝ significantΝ
implications for the practice of Counselling Psychology. An emerged finding was that 
participating therapists appeared to experience ruptures as mutually co-constructed and co-
experienced by both members of the therapeutic dyad. Furthermore, they tended to respond 
to ruptures with quite idiosyncratic ways depending on their unique personality and relational 
style. It becomes therefore crucial for counselling psychologists to constantly attend to subtle 
ruptureΝmarkersΝinΝtheirΝclientsΝorΝwithinΝthemselves,ΝasΝwellΝasΝtoΝregularlyΝrequestΝclients’Ν
feedback on the quality of the therapeutic alliance (see also Hill & Knox, 2009; Safran et al., 
2011). Furthermore, counselling psychologists need to attend to and work through ruptures 
manifested in the form of power struggles in the therapeutic relationship, as they often 
represent re-enactments of injuries around rank and power (Totton, 2009). As ruptures tend 
to elicit extreme negative emotionality in both therapists and clients, practitioners also need 
to demonstrate the ability to contain and regulate difficult feelings, otherwise they run the 
risk of acting them out in the therapeutic relationship (Moltu et al. 2010). Along those lines, 
practitioners should also constantly monitor their countertransference, use it to better 
understand clients, but also contain it, in order to be able to disembed themselves from 
transference-countertransference enactments that compromise relatedness and threaten the 
therapeutic alliance. Similarly, it becomes paramount that counselling psychologists refrain 
themselves from respondingΝtoΝclients’ΝwithdrawalΝorΝhostilityΝwithΝdefensivenessΝorΝcounter-
hostility (see Binder & Henry, 2010; Safran et al., 2011), as well as work through their 
personal issues in therapy or supervision, as they tend to get in the way of rupture resolution. 
It is also important that therapists pace and time their therapeutic interventions in ways that 
are attuned with and respectful of clients’ΝprocessΝandΝ stageΝofΝ change.ΝWhenΝ facedΝwithΝ
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ruptures, it is essential that therapists attempt to employ metacommunication and immediacy, 
empathisingΝwithΝclients’Νfeelings,ΝcollaborativeΝexploringΝwhatΝisΝtakingΝplaceΝbetweenΝthem,Ν
and taking responsibility for their contribution in the interaction (see Hill & Knox, 2009; 
Safran et al., 2011). It is also necessary that counselling psychologists engage in self-
reflective practice, as well as accept their limitations and weaknesses, in order to become 
more accepting and compassionate towards clients (Safran & Muran, 2000). Last but not least 
counselling psychologists need not be intimidated by ruptures as, when successfully resolved, 
they can constitute great learning and relational experiences for both therapists and clients 
(Safran & Muran, 2000). 
Conclusion 
A fundamental contribution of the present study to the discipline of Counselling Psychology 
isΝ itsΝ commitmentΝ toΝ theΝ subjectivityΝofΝ participants’Ν experiencesΝ thatΝ resultedΝ inΝaΝ livingΝ
testimony to the intersubjectivity of our existence. A pertinent finding that appeared to run 
like a thread throughout the analysis was that participants conceptualised and experienced 
therapeutic ruptures and repairs as essentially relational acts, carrying relational meaning, and 
bearing relational consequences. This is a conclusion that has been vastly lost in existing 
quantitativeΝand,ΝtoΝsomeΝextent,ΝqualitativeΝresearch.ΝAndΝyet,ΝthroughΝIPA’sΝcommitment to 
phenomenology, idiography and hermeneutics, it was somehow enabled to come to the 
surface, validating the claim that experience is contingent upon the existence of others and 
that the nature of our engagement with the world is essentially intersubjective, meaning 
shared, overlapping and relational (Smith et al., 2009).  These findings could not have been 
more compatible with the values and ethos of Counselling Psychology that emphasises 
subjectivity and intersubjectivity, proclaims empathy and respect for subjective experience, 
and privileges practice-led research that can in turn inform professional practice (BPS, 2005). 
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Appendices 
 
Appendix 1 - Interview Schedule 
 
 
 
 
1. What is the role of the therapeutic relationship in your work with clients? 
       Prompt: What about the alliance? 
2. How would you define a rupture in the therapeutic alliance? 
3. Could you recall and describe a rupture with a client (or more) that might have 
ended successfully or unsuccessfully? 
      Prompts: At which phase of therapy was it manifested? 
                      What were you working on at the time? 
                      In what way/ form was the rupture manifested? 
4. How did you experience the rupture? 
      Prompts: cognitively, emotionally, bodily, interpersonally? 
5. How did you make sense of the rupture? 
      Prompts: cognitively, emotionally, interpersonally? 
6. In what way(s) do you think that you and the client may have contributed to the 
rupture? 
7. How did you process and manage the rupture within the therapeutic relationship?  
8. In what ways did the rupture impact (positively or negatively) upon 
psychotherapy relationship, process and outcome? 
9. How did you experience the rupture resolution or non-resolution? 
10. What have you learnt from the experience? 
      Prompts: self, client, process? 
11. What would you have done differently? 
12. Is there anything else you would wish to add? 
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Appendix 2 - Recruitment Information 
 
 
 
I am a Chartered Counselling Psychologist currently conducting a DPsych (top-up) in 
Counselling Psychology at City University London, Department of Psychology, and I 
wouldΝlikeΝtoΝinviteΝyouΝtoΝtakeΝpartΝinΝmyΝpostgraduateΝresearchΝprojectΝentitledΝ“RuptureΝ
andΝRepairΝinΝtheΝTherapeuticΝRelationship”. 
 
The research project aims to investigate counsellingΝ psychologists’Ν experiencesΝ ofΝ
managing and repairing ruptures within the therapeutic alliance, as well as to examine 
ruptures’ΝimplicationsΝuponΝtheΝtherapeuticΝrelationship,ΝprocessΝandΝoutcome. 
 
I am looking for chartered counselling psychologists with a minimum of two years of 
clinical experience (post-chartership) who offer open-ended or time-limited therapy 
(minimum 15 sessions) within their private practice or workplace. Potential participants 
may be from various theoretical orientations but must be receiving ongoing clinical 
supervision for their practice.  
 
Should you decide to take part, you will be asked to describe your experiences of 
processing and managing ruptures within the therapeutic relationship in an individual, 
semi-structured, audio-recorded interview, which will last approximately 60 minutes. 
 
If you are interested in taking part or if you have any queries regarding the research 
project, you can contact me or my supervisor via the e-mail addresses or on the telephone 
numbers provided below. 
 
Researcher: Angelika Apostolopoulou                     Supervisor: Dr Akis Giovazolias 
SchoolΝofΝArtsΝandΝSocialΝSciencesΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝSchoolΝofΝSocialΝSciences 
DepartmentΝofΝPsychologyΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝDepartmentΝofΝPsychology 
CityΝUniversityΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝUniversityΝofΝCrete 
NorthamptonΝSquareΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝGallosΝCampus 
London                                                                        Rethymnon 74100 
EC1 0HB                                                                                                Crete 
E-mail: Angeliki.Apostolopoulou.1@city.ac.uk        E-mail: giovazot@uoc.gr 
Tel No: (0030) 6937690260                                       Tel No: (0030) 2831077520 
 
This study has been reviewed by, and received ethics clearance through the Ethics 
Committee of City University, London. If you would like to complain about any aspect 
ofΝ theΝ study,Ν pleaseΝ contactΝ theΝ SecretaryΝ toΝ theΝUniversity’sΝ SenateΝResearchΝ EthicsΝ
Committee on 020 7040 3040 or via email: Anna.Ramberg.1@city.ac.uk  
 
I would like to thank you in advance for your time and help. 
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Appendix 3 - Participant Information Sheet 
 
 
 
 
 
Title of study:Ν“RuptureΝandΝRepairΝinΝtheΝTherapeuticΝRelationship” 
 
I am a chartered counselling psychologist and would like to invite you to participate in 
my research study. Before you decide whether you would like to take part it is important 
that you understand why the research is being done and what it would involve for you. 
Please take time to read the following information carefully and discuss it with others if 
you wish. Ask us if there is anything that is not clear or if you would like more 
information. 
 
Purpose of study: The research project is part of a DPsych (top-up) in Counselling 
Psychology and is expected to be completed within a year and a half. The role and impact 
of a positive therapeutic relationship on psychotherapy outcome has been vastly 
documented. However, ruptures in the therapeutic alliance are a common phenomenon 
and pose marked challenges on the work of psychotherapists. Ruptures have been defined 
as deteriorations in the collaborative relationship between therapist and client (Safran & 
Muran, 1996). When successfully resolved, they can contribute to positive treatment 
outcome and change. When unresolved, they can adversely affect process and outcome 
often leading to negative feelings and unilateral termination. Therefore, the aim of the 
proposed research project is to address this question by exploring therapists’ΝexperiencesΝ
of processing, managing and repairing alliance ruptures.  
 
 
You have been invited to take part in the present study because you are a chartered 
counselling psychology with a minimum of two years of clinical experience post-
qualification who offers open-ended or time-limited therapy and receives ongoing clinical 
supervision. The study will include a total of 10 chartered psychologists like yourself.  
 
Participation in the research project is entirely voluntary and it is entirely up to you to 
decide whether or not to take part. If you do decide to take part you will be asked to sign 
a consent form, however you will still be free to withdraw at any time and without giving 
a reason.  
 
Should you decide to take part, you will be invited to participate in an individual, semi-
structured interview with the researcher. The interview will take place in a quiet room at 
your workplace or home, at a convenient for you time and date, and will last 
approximately 90 minutes (including the introductory and debriefing phase). The 
interview will be audio-recorded and subsequently transcribed verbatim. The data 
collected will be then analysed using Interpretative Phenomenological Analysis  
 
In the beginning of your meeting with the researcher, you will be informed verbally on 
the nature and aims of the research project and you will be encouraged to ask questions 
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and clarifications. During the interview, you will be asked to answer a series of open-
ended questions posed by the researcher as clearly and openly as possible. Upon the 
interview’sΝcompletion,ΝyouΝwillΝbeΝaskedΝtoΝfillΝinΝaΝshort Monitoring Form with some 
demographic details. Subsequently, the researcher will debrief you (both verbally and in 
writing) on the research project and will encourage you to address possible issues, 
anxieties or concerns arisen by your participation in the study.  
 
Due to the delicate nature of the research topic, the present study contains a minimum 
risk of causing you slight psychological and emotional discomfort, as you will be 
expected to describe difficult times with your clients. In such case, you retain the right to 
decline answering questions which are experienced as too personal or intrusive, as well 
as to withdraw from the interview process at any time without having to provide any 
explanation. Should you experience any sort of anxiety or discomfort, you will be given 
the opportunity to discuss this with the researcher and will be also strongly encouraged 
to address them with your supervisor and/ or therapist.  
 
If you decide to take part in the research project, you will be hopefully provided with the 
opportunity to think reflectively and meaningfully on the therapeutic relationship with 
your clients. Your participation will also contribute to shedding further light into the ways 
counselling psychologists experience, manage and repair ruptures in the therapeutic 
relationship. An exploration of types of ruptures and ways of reparation within the 
therapeutic relationship holds significant clinical implications for psychologists, 
psychotherapists and counsellors, as it could clarify ways of identifying, working through 
and overcoming ruptures, in order to strengthen the therapeutic relationship, increase 
therapeutic effectiveness and achieve positive treatment outcome. Furthermore, the 
proposed research study can also hold significant training implications, as it may further 
illuminate the ways future counselling psychologists, and practitioners in general, can be 
trained in ways of establishing, maintaining and repairing the therapeutic alliance. 
Finally, as the proposed research study focuses on therapists’ΝexperiencesΝofΝrupturesΝandΝ
repairs, it may provide useful insight into specific client and therapist characteristics that 
may influence the development of the therapeutic relationship, and thus highlight the 
importanceΝofΝ‘reflexive’Νpractice. 
 
All research data will be handled in accordance with the Data Protection Act 1998. Your 
identity will only be known to the researcher conducting the study and the audio-
recordings produced will only be listened by the researcher herself and possibly by 
supervisors/ examiners. Interviews will be audio-recorded and subsequently transcribed 
verbatim, while part of them, with identifying details removed, may be heard or seen by 
supervisors and examiners. Every effort will be made to ensure confidentiality and 
safeguard anonymity. However, in accordance with the BPS Conduct of Ethics and 
Conduct, confidentiality (March 2006) might have to be breached should you disclose 
material, which raises concerns about potential risk, safety of clients, as well as health 
and safety of children or vulnerable adults. In such a case, the researcher will raise the 
issue to her supervisor and may take further action and report it elsewhere. Audio-
recordings and transcripts produced will be kept in a locked filing cabinet at a secure 
place, to which only the researcher will have access. Your personal information data (i.e. 
those included in the monitoring form) will be kept separately from the raw data, while 
electronically stored data will be password protected, in order to further safeguard 
anonymity.ΝInΝlineΝwithΝtheΝUniversity’sΝpolicy,ΝallΝdataΝwillΝbeΝdestroyedΝfiveΝyearsΝafterΝ
completion of the study. Transcripts, monitoring forms and personal data will be 
shredded, electronic data will be deleted, and audio-recordings will be erased. 
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Results of the research study will be seen by supervisors and examiners for the purposes 
ofΝ theΝ project’sΝ evaluation.Ν InΝ addition,Ν theyΝ mayΝ potentiallyΝ appearΝ inΝ subsequentΝ
publicationsΝ orΝ aΝ displayΝ ofΝ theΝ dissertation’sΝ copyΝ atΝ theΝ University’sΝ library for 
educational purposes. However, your anonymity will be protected through using a 
pseudonym when producing the transcripts. Furthermore, sections which could lead either 
to your (e.g. work setting, agency location), or your clients mentioned in the interview 
identification will be excluded from presentation. In order to ensure your anonymity, you 
are specifically instructed to avoid using details, which could possibly lead to your 
personalΝorΝclients’Ν identificationΝbyΝothers.ΝShouldΝyouΝwishΝ toΝ receive a copy of the 
completed research project and/ or a copy of a potential future publication, you may state 
it to the debriefing phase.  
 
Your participation is entirely voluntary and you can choose not to participate in part or 
all of the project, as well as to withdraw at any stage of the project, up to the point that 
the analysis has been finalised, without having to give any reason and without being 
penalised or disadvantaged in any way.  
 
If you have any problems, concerns or questions about this study, you should ask to speak 
to the researcher or her supervisor at the contact details provided below:  
 
Researcher: Angelika Apostolopoulou                     Supervisor: Dr Akis Giovazolias 
SchoolΝofΝArtsΝandΝSocialΝSciencesΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝSchoolΝofΝSocialΝSciences 
DepartmentΝofΝPsychologyΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝDepartmentΝofΝPsychology 
CityΝUniversityΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝUniversityΝofΝCrete 
NorthamptonΝSquareΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝGallosΝCampus 
London                                                                        Rethymnon 74100 
EC1 0HB                                                                                                Crete 
E-mail: Angeliki. Apostolopoulou.1@city.ac.uk       E-mail: giovazot@uoc.gr 
 
If you remain unhappy and wish to complain formally, you can do this through the 
University complaints procedure. To complain about the study, you need to phone 020 
7040 3040. You can then ask to speak to the Secretary to Senate Research Ethics 
Committee and inform them that the nameΝofΝtheΝprojectΝis:Ν“RuptureΝandΝRepairΝinΝtheΝ
TherapeuticΝRelationship”.ΝYouΝcouldΝalsoΝwriteΝtoΝtheΝSecretaryΝat:Ν 
 
Anna Ramberg 
Secretary to Senate Research Ethics Committee  
Research Office, E214 
City University London 
Northampton Square 
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Appendix 4 - Participant Consent Form 
 
 
 
Research Title:Ν“RuptureΝandΝRepairΝinΝtheΝTherapeuticΝRelationship” 
 
I have been asked and I have agreed to take part in the above City University London 
research project. I have had the project explained to me, and I have read the Participant 
Information Sheet, which I know I may keep for my records.  
 
I understand that consenting to participate in the research project means that I am willing 
to take part in a 60 minute, individual, semi-structured interview, which will be audio-
recorded and subsequently transcribed. I agree to the interview being conducted in a quiet 
and safe room at my home or workplace, in order to safeguard confidentiality and allow 
sound conduct of the process. 
 
I appreciate that the audio-recordings and transcripts produced will be kept in a secure 
place, to which only the researcher will have access. The recordings produced will only 
be listened by the researcher herself and possibly by supervisors/ examiners within the 
institution and will be destroyed upon successful submission of the research project to the 
Examination Board. Similarly, extracts of the transcripts, with identifying details 
removed, may also be seen by supervisor/examiners and potentially appear in subsequent 
publications arising from the study. However, transcript sections, which could lead to my 
personalΝidentification,ΝasΝwellΝasΝclients’ΝidentificationΝmentionedΝinΝtheΝinterviewΝwillΝ
be excluded from presentation and will not be disclosed in any reports on the project, or 
to any other party. I have been also informed that I will be given a transcript of data 
concerning me for my approval before it is included in the write-up of the research. 
 
I understand that any information I provide is confidential, however, in accordance with 
the BPS Conduct of Ethics and Conduct (March 2006) confidentiality might have to be 
breachedΝuponΝdisclosureΝofΝmaterial,ΝwhichΝraisesΝconcernsΝaboutΝpotentialΝrisk,Νclients’Ν
safety, as well as health and safety of children or vulnerable adults. I confirm that I have 
been advised against disclosing such information, which could require from the 
researcher to take further action.  
 
I understand that my participation is voluntary, that I can choose not to participate in part 
or all of the project, and that I can withdraw at any stage of the project, up to the point 
that the analysis has been finalised, without having to give any reason and without being 
penalised or disadvantaged in any way.  
 
I agree to City University London recording and processing this information about me. I 
understand that this information will be used only for the purposes set out in this statement 
and my consent is conditional on the University complying with its duties and obligations 
under the Data Protection Act 1998. Acknowledging this I am willing to take part in the 
above study. 
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Participant’sΝName:ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝParticipant’sΝSignature: 
 
 
 
 
 
Researcher’sΝName:ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝResearcher’sΝSignature: 
 
 
 
 
 
Date: 
 
Researcher: Angelika Apostolopoulou                     Supervisor: Dr Akis Giovazolias 
SchoolΝofΝArtsΝandΝSocialΝSciencesΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝSchoolΝofΝSocialΝSciences 
DepartmentΝofΝPsychologyΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝDepartmentΝofΝPsychology 
CityΝUniversityΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝUniversityΝofΝCrete 
NorthamptonΝSquareΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝGallosΝCampus 
London                                                                        Rethymnon 74100 
EC1 0HB                                                                                                Crete 
E-mail: Angeliki.Apostolopoulou.1@city.ac.uk        E-mail: giovazot@uoc.gr 
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Appendix 5 - Participant Debriefing Information 
 
Thank you for taking part in this research project, which aims to investigate chartered 
counsellingΝpsychologists’ΝexperiencesΝofΝprocessing,ΝmanagingΝandΝrepairingΝrupturesΝ
within the therapeutic relationship.  
 
Previous research has shown that ruptures in the therapeutic alliance are a common 
phenomenon and pose marked challenges on the work of psychotherapists. When 
ruptures are resolved successfully, they can contribute to positive treatment outcome and 
change. When unresolved, they can adversely affect process and outcome often leading 
to negative feelings and unilateral termination. Taking into account the distinct role of 
the therapeutic relationship in the discipline of Counselling Psychology the present 
research project aims to shed light uponΝ counsellingΝ psychologists’Ν subjectiveΝ
experiences of ruptures, and the unique ways practitioners employ in order to manage 
andΝovercomeΝthem.ΝParticularlyΝwithinΝtheΝ‘reflectiveΝpractitioner’Νparadigm,ΝnotionsΝ
of therapist reflexivity and relationship dynamics gain paramount importance. It is 
therefore maintained that the ability to reflect upon and successfully manage alliance 
rupturesΝmayΝenhanceΝcounsellingΝpsychologists’ΝskillsΝandΝefficacy,ΝoptimiseΝtreatmentΝ
outcomeΝandΝsafeguardΝclients’Νwell-being.  
 
I hope you have enjoyed taking part in this study. Please feel free to ask questions that 
might have arisen by your participation in the study. Should you wish to know more 
about the outcome of this study or wish to obtain a copy of a potential publication arising 
from it, please do not hesitate to contact the researcher at the contact details mentioned 
below. 
 
Researcher: Angelika Apostolopoulou                     Supervisor: Dr Akis Giovazolias 
SchoolΝofΝArtsΝandΝSocialΝSciencesΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝSchoolΝofΝSocialΝSciences 
DepartmentΝofΝPsychologyΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝDepartmentΝofΝPsychology 
CityΝUniversityΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝUniversityΝofΝCrete 
NorthamptonΝSquareΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝGallosΝCampus 
London                                                                        Rethymnon 74100 
EC1 0HB                                                                                                Crete 
E-mail: Angeliki.Apostolopoulou.1@city.ac.uk        E-mail: giovazot@uoc.gr 
 
In addition, should you feel you have been affected by any issues raised during your 
participation in the study, you might wish to address it with your personal supervisor 
and/ or therapist, or contact one of the organisations listed below: 
 
British Association for Counselling and Psychotherapy 
Tel: 01455 883300.  Website: www.itsgoodtotalk.org.uk 
British Community Advice and Listening Line (C.A.L.L.) - Helpline 
Tel: 0800 132 737. Website: www.callhelpline.org.uk 
  Samaritans - Helpline 
Tel: 08457 909090. Website: www.samaritans.org 
Aeginiteio SOS Line - Helpline 
Tel: 210 7222333 (3:00 p.m.-11:00 p.m.). Website: www.eginitio.gr  
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Appendix 6 - Participant Monitoring Form 
 
 
 
 
Please, fill in the information below for monitoring purposes. 
 
Name: 
 
Age: 
 
Gender: 
 
Therapeutic Orientation: 
 
Nationality: 
 
Ethnicity: 
 
Professional Post: 
 
Years of Professional Experience (post-chartership):  
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Appendix 7 - Ethics Application Form 
 
 
 
Senate Research Ethics Committee 
Application for Approval of Research Involving Human Participants 
 
Please tick the box for which Committee you are submitting your application to 
 
Senate Research Ethics Committee   School of Arts & School of Social Sciences Research Ethics Committee 
 
School of Community and Health Sciences Research Ethics Committee 
 
Learning Development Centre 
 
Optometry Research Committee 
 
For Senate applications: return one original and 17 additional copies of the completed form and any 
accompanying documents to Anna Ramberg, Secretary to the Senate Research Ethics Committee, City 
Research Development and International Relations Office, Northampton Square, London, EC1V 0HB. 
 
For School of Arts & School of Social Sciences Research Ethics Committee submit a single copy of the 
application form and all supporting documentation to Andrea Tinson (Social Sciences) and Gail Marsom 
(Arts) by email. 
 
For School of Community and Health Sciences applications: submit all forms (including the Research 
Registration form) electronically (in Word format in a single document) to A.Welton@city.ac.uk, followed up 
by a single hard copy with signatures. 
 
For Optometry applications: submit A SINGLE COPY OF THE APPLICATION FORM AND ALL 
SUPPORTING DOCUMENTATION to Ron Douglas by email. 
 
Refer to the separate guidelines while completing this form. 
 
PLEASE NOTE  Please determine whether an application is required by going through the 
checklist before filling out this form.  Ethical approval MUST be obtained before any research involving human 
participants is undertaken. Failure to do so may result in disciplinary procedures 
being instigated, and you will not be covered by the University’s indemnity if you 
do not have approval in place.  You should have completed every section of the form  The Signature Sections must be completed by the Principal Investigator (the 
supervisor and the student if it is a student project) 
 
Project Title: 
 
“Rupture and Repair in the Therapeutic Relationship: An Interpretative Phenomenological 
Analysis” 
 
Short Project Title (no more than 80 characters):  
 
 “Rupture and Repair in the Therapeutic Relationship” 
 
Name of Principal Investigator(s) (all students are require to apply jointly with their 
supervisor and all correspondence will be with the supervisor): 
 
Angeliki Apostolopoulou 
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Post Held (including staff/student number): 
 
Research Student, Student Number: 050029610 
 
Department(s)/School(s) involved at City University: 
 
Department of Psychology, School of Arts and Social Sciences. 
 
If this is part of a degree please specify type of degree and year 
 
DPsych (Top-Up) in Counselling Psychology. 
 
Date of Submission of Application: 
 
20/03/2014 
 
 
1. Information for Non-Experts  
 
Lay Title (no more than 80 characters) 
 
“Rupture and Repair in the Therapeutic Relationship” 
 
 
Lay Summary / Plain Language Statement (no more than 400 words) 
 
The role and impact of a positive therapeutic relationship on psychotherapy outcome has been 
vastly documented. However, ruptures in the therapeutic alliance are a common phenomenon 
and pose marked challenges on the work of psychotherapists. When ruptures are resolved 
successfully, they can contribute to positive treatment outcome and change. When unresolved, 
they can adversely affect process and outcome often leading to negative feelings and unilateral 
termination. The aim of the proposed research project is to address this question by exploring 
therapists’ experiences of processing, managing and repairing alliance ruptures. Ten semi-
structured interviews with chartered counselling psychologists of various therapeutic 
orientations will be conducted, and subsequently analysed using Interpretative 
Phenomenological Analysis. The proposed research project will be examined in relation to 
existing literature and the implications for the practice, training, and research of Counselling 
Psychology will be discussed. 
 
 
 
2. Applicant Details 
 
This project involves:  
(tick as many as apply) 
 
Staff Research   Research Student  
 
Undergraduate  
 
M-level Project 
 
Externally funded 
 
External investigators 
 
Collaboration 
 
Other  
Provide details of 
collaboration and/or other 
      
     
Address for correspondence (including email address and telephone number) 
(Principal Investigator) 
 
10 Amazonon Str., P.Faliro 175 63, Athens, Greece 
Tel No: (0030) 210 9835581/ (0030) 6937690260 
E-mail: Angeliki.Apostolopoulou.1@city.ac.uk / angelika_apostolopoulou@hotmail.com 
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Other staff members involved  
Title, Name & 
Staff Number 
Post Dept & School Phone Email 
Professor Carla 
Willig 
 
Professor in 
Psychology 
School of Arts & 
Social Sciences 
Department of 
Psychology 
City University 
 
(0044) 
02070408522 
C.Willig@city.ac.uk 
 
Professor Akis 
Giovazolias 
Assistant 
Professor in 
Counselling 
Psychology 
Department of 
Psychology 
University of 
Crete 
 
(0030) 
2831077520 
 
giovazot@uoc.gr 
 
 
 
All students involved in carrying out the investigation  
Name & Student 
Number 
Course / Year Dept & School Email 
Angelika 
Apostolopoulou/ 
050029610 
DPsych (Top-Up) 
in Counselling 
Psychology 
School of Arts & 
Social Sciences 
Department of 
Psychology  
Angeliki.Apostolopoulou.1@city.ac.uk/ 
 
angelika_apostolopoulou@hotmail.com 
 
                        
 
External co-investigators 
Title & Name Post Institution Phone Email 
                              
                              
 
Please describe the role(s) of all the investigators including all student(s)/external co-
investigator(s) in the project, especially with regards to interaction with study 
participants. 
 
Not Applicable.  
 
If external investigators are involved, please provide details of their indemnity cover. 
 
Not Applicable. 
 
 
Application Details 
 
2.1 Is this application being submitted to another ethics committee, or has it been 
previously submitted to an ethics committee? This includes an NHS local Research Ethics 
Committee or a City University London School Research Ethics Committee or any other 
institutional committee or collaborating partners or research site. (See the guidelines for more 
information on research involving NHS staff/patients/ premises.)     
    YES  NO  
 
If yes, please provide details for the Secretary for the relevant authority/committee, as well as copies of any 
correspondence setting out conditions of approval. 
 
Not Applicable. 
 
2.2 If any part of the investigation will be carried out under the auspices of an outside 
organisation, e.g. a teaching hospital, please give details and address of organisation. 
 
Not Applicable. 
 
2.3 Other approvals required – has permission to conduct research in, at or through 
another institution or organisation been obtained?      YES  NO  
 
If yes, please provide details and include correspondence 
 
Not Applicable. 
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2.4 Is any part of this research project being considered by another research ethics 
committee?        YES  NO  
 
If yes, please give details and justification for going to separate committees, and attach correspondence and outcome 
 
Not Applicable. 
 
2.5 Duration of Project    
Start date:  20/05/14  Estimated end date: 03/08/15  
 
 
Funding Details 
 
2.6 Please provide details of the source of financial support (if any) for the proposed 
investigation. 
 
The proposed investigation will be self-funded. 
 
2.6a Total amount of funding being sought:   
 
2.6b Has funding been approved?     YES NO  
 
If no, please provide details of when the outcome can be expected 
Not Applicable. 
 
2.6c Does the funding body have any requirements regarding retention, access and 
storage of the data?       YES  NO  
 
If yes, please provide details 
Not Applicable. 
 
 
3. Project Details 
 
3.1 Provide the background, aim and justification for the proposed research.  
 
Research has repeatedly shown that the therapeutic alliance is the most robust predictor of 
positive psychotherapy outcome across all treatment modalities (see Horvath & Symonds, 
1991; Norcross 2002; Orlinsky, Grawe & Parks, 1994), and that poor alliances are associated 
with unilateral termination and poor treatment outcome (Horvath & Luborsky, 1993; Samstag, 
Batchelder, Muran, Safran, & Winston, 1998). Research evidence also suggests that the 
therapeutic alliance is not a static phenomenon, but rather fluctuates over the course of 
therapy, even within a particular session (Horvath & Luborsky, 1993; Safran & Muran, 2000). 
Ruptures in the therapeutic alliance are a common phenomenon and have been defined as 
deteriorations in the collaborative relationship between therapist and client (Safran & Muran, 
1996). If unresolved, ruptures can adversely affect therapy process and outcome, and may 
lead to premature and unilateral termination. However, if successfully resolved, ruptures can 
have positive consequences on the therapeutic relationship and process (see Aspland, 
Llewelyn, Hardy, Barkham & Stiles, 2008; Muran et al., 2005). Specifically, a pattern of 
deterioration in the alliance followed by an improvement over the course of treatment is 
generally associated with positive outcome (Kivlighan & Shaughnessy, 2000; Stiles et al., 2004; 
Strauss et al., 2006).  
According to Safran and Muran (2000) ruptures emerge as a result of a misunderstanding 
event leading to a client marker behaviour that usually takes the form of withdrawal or 
confrontation. They have therefore proposed a four-stage process model of ruptures resolution 
which entails attendance to the rupture marker, exploration of the rupture experience, 
examination of client’s avoidance, and exploration of the interpersonal schema (Safran & 
Muran, 1996). A number of studies have highlighted the significance of clients asserting 
themselves and expressing negative feelings about the therapy and the therapeutic 
relationship, and have stressed the importance of therapists’ role in exploring ruptures openly 
and non-defensively, while accepting responsibility for their contribution to the interaction (see 
Safran, Muran & Eubanks-Carter, 2011; Richards, 2011). Whilst the processing of ruptures is 
Not Applicable 
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addressed across all schools of psychotherapy, approaches do vary in the extent to which they 
acknowledge the centrality of relational work for therapeutic change, as well as therapists’ 
contribution to relationship dynamics (Hill & Knox, 2009).  
Taking into account the distinct role of the therapeutic relationship in the discipline of 
Counselling Psychology the present research project aims to shed light upon counselling 
psychologists’ subjective experiences of ruptures, and the unique ways therapists employ in 
order to process, manage and overcome them. Particularly within the ‘reflective practitioner’ 
paradigm, notions of therapist reflexivity and relationship dynamics gain paramount 
importance. It is therefore maintained that the ability to reflect upon and successfully manage 
ruptures in the therapeutic alliance may enhance counselling psychologists’ skills and efficacy, 
optimise treatment outcome and safeguard clients’ well-being. Employing a qualitative 
methodology the present research aims to respond to the identified demand for 
phenomenological studies that can shed light upon specific factors and mechanisms of change 
within the therapeutic relationship influencing therapy process and outcome (see Gumz, 
Brahler, Geyer, Erices, 2012; Hill & Knox, 2009).  
 
Within the context of the reviewed literature, the research questions are therefore formulated 
as follows: 
1. How do counselling psychologists conceptualise and define a rupture in the therapeutic 
relationship? 
2. How do therapists experience (cognitively, emotionally, interpersonally), manage and 
repair ruptures in the therapeutic relationship? 
3. In what ways do ruptures impact (positively or negatively) upon psychotherapy 
relationship process and outcome? 
 
 
 
3.2 Provide a summary and brief justification of the design, methodology and plan for 
analysis that you propose to use. 
 
Design: To address the above questions, the proposed study will employ a qualitative 
methodology in order to explore counselling psychologists’ experiences with ruptures and 
resolutions within the therapeutic relationship. Specifically, therapists participating in the study 
will be asked to recall and discuss ruptures in the therapeutic work with specific clients, as well 
as to discuss the way they impeded upon the therapeutic relationship and outcome. Qualitative 
analyses of recalled events are generally recommended in the context of research on ruptures 
and resolutions, as they allow for phenomenological exploration of participants’ inner 
experiences, during relationship processing events, which cannot be captured by quantitative 
methodologies or through observation of session tapes (see Hill & Knox, 2009).  
Participants: The participant sample will consist of ten qualified chartered counselling 
psychologists of various therapeutic orientations, who have completed BPS-accredited training 
programmes in the UK.  .  
Procedure: Participants will be recruited through the strategy of snowballing and will be 
subsequently informed by the researcher with regard to the nature and aims of the study, both 
verbally and in writing. Participants who express a willingness to participate will be then invited 
to take part in a semi-structured interview lasting approximately an hour. Individual interviews 
will be conducted at the convenience of the participating counselling psychologists’ home or 
workplace and will be transcribed verbatim. Transcripts will be anonymised and every attempt 
will be made to safeguard confidentiality, through sensitive and sound treatment of research 
materials. 
Analytic Strategy: Data will be collected through ten semi-structured interviews. Interview 
questions will be used in an open, semi-structured way, merely as markers aiding the 
exploration of counselling psychologists’ experiences of alliance ruptures and resolutions, and 
in order to present subject areas for discussion, without constraining or influencing participants’ 
responses (see Hunt & Smith, 2004). As the study aims to explore the subjective perceptions 
and meanings attached to the therapeutic relationship, ruptures and reparation, participant 
interviews will be analysed using Interpretative Phenomenological Analysis (IPA) (Smith 
&Osborn, 2008). IPA is deemed as an appropriate methodology as it provides the researcher 
with an ‘insider’s perspective’ (Conrad, 1987) into participants’ inner experience and 
acknowledges the dynamic, interpretative interplay between researcher and participant in the 
meaning-making process (Smith & Osborn, 2003; Smith & Eatough, 2006). It is proposed that 
a quantitative study or a qualitative study of a different methodology would not fully  capture 
the richness and breadth of participants’ inner experiences during an ‘alliance rupture’ event, 
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as well as to adequately illuminate specific factors and meaning-making processes that take 
place within the therapeutic relationship influencing psychotherapy process and outcome. 
Finally, IPA is deemed as an ideal methodology for the proposed study as it seems consistent 
with the ethos and humanistic values of counselling psychology whilst requiring rigour and 
analytical skills of a high standard. Given the reflexive emphasis of IPA it is worth briefly 
acknowledging that the researcher is a Greek BPS-chartered and HPC-registered counselling 
psychologist, working in private practice. The implications of her personal experiences and 
relationship with the topic will be addressed extensively within the research project itself. 
 
 
3.3 Please explain your plans for dissemination, including whether participants will be 
provided with any information on the findings or outcomes of the project. 
 
Due to its emphasis on the therapeutic relationship and its sample consisting of chartered 
counselling psychologists, the present research could seek publication in both a UK journal 
such as the Counselling Psychology Review and/ or a European/ international counselling 
psychology journal, such as the European Journal of Psychotherapy and Counselling, in order 
to raise awareness and promote further research on the ways counselling psychologists 
experience, manage and overcome ruptures in the therapeutic relationship. In addition, it could 
be presented in conferences as well as academic settings, in order to provide food for thought, 
promote dialogue and encourage collaboration among counselling psychologists and other 
mental health practitioners (trainees, researchers and clinicians alike). Hopefully the present 
research, along with similar studies in the field, could constitute a useful tool in the development 
of future professional and training guidelines regarding the successful management of ruptures 
within the therapeutic relationship, in order to enhance therapeutic outcome and positive client 
change. Information on the findings and outcomes of the project will be also made available to 
participants, should they require so. Specifically, during the debriefing phase, participants will 
be encouraged, both verbally and in writing, to contact the researcher should they wish to know 
more about the outcomes of the study.   
 
 
3.4 What do you consider are the ethical issues associated with conducting this research 
and how do you propose to address them? 
 
It is worth acknowledging and highlighting the rather delicate nature of the research topic. 
Participants will be asked to expose themselves and discuss possible difficulties and ‘failures’ 
in their work with clients, and that calls for sensitive and thoughtful handling. Not surprisingly, 
both quantitative and qualitative studies investigating similar topics have yielded rather low 
response rates. This can be further exacerbated by the fact that participants will share the 
same professional capacity with the researcher (i.e. chartered counselling psychologists). 
Participants will therefore be given the opportunity to discuss this issue with the researcher, 
and will be informed of their right to decline answering any of the questions and to withdraw 
from the study at any time, up to the point that the analysis had been finalised, without any 
further explanation. Every effort will be made to ensure that participants understand that all 
personal information mentioned in the study will remain strictly confidential and anonymous 
and will be instructed to avoid using details, which can lead to their identification. Lastly, every 
attempt will be made to safeguard confidentiality, through sensitive and sound treatment of the 
material, as well as safe and responsible storage of audio recordings transcripts, and 
monitoring forms consisting participants’ demographic information. 
 
 
3.5 How is the research intended to benefit the participants, third parties and/or local 
community? 
 
The proposed study aims to explore counselling psychologists’ experiences of managing and 
repairing ruptures within the therapeutic relationship. It can thus contribute to the growing 
amount of existing research that demonstrates the unequivocal association of the therapeutic 
alliance and positive psychotherapy outcome. An exploration of types of ruptures and ways of 
reparation within the therapeutic relationship can also hold significant clinical implications for 
psychologists, psychotherapists and counsellors. It could clarify ways of identifying, working 
through and overcoming ruptures, in order to strengthen the therapeutic relationship, increase 
therapeutic effectiveness and achieve positive treatment outcome. Furthermore, as the 
proposed research study focuses on therapists’ experiences of ruptures and repairs, it may 
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provide useful insight into specific client and therapist characteristics that may influence the 
development of the therapeutic relationship, and thus highlight the importance of ‘reflexive’ 
practice. The proposed research study can also hold significant training implications. Given the 
paramount role of the therapeutic relationship in the discipline of Counselling Psychology, in 
combination with the identified difficulty of training therapists in learning relational skills (see 
Crits-Cristoph et al., 2006; Henry et al., 1996), it becomes crucial for future counselling 
psychologists and practitioners in general to be trained in ways of establishing, maintaining 
and repairing the therapeutic alliance (see Hill & Knox, 2009). 
 
 
3.6a Will invasive procedures (for example medical or surgical) be used? 
         YES  NO  
3.6b If yes, what precautions will you take to minimise any potential harm? 
 
Not applicable. 
 
3.7a Will intrusive procedures (for example psychological or social) be used? 
         YES  NO  
3.7b If yes, what precautions will you take to minimise any potential harm? 
 
Not applicable. The proposed research project does not involve any source of participant 
manipulation, coercion or deception.  
 
3.8a In the course of the investigation might pain, discomfort (including psychological 
discomfort), inconvenience or danger be caused?    YES NO  
 
3.8b If yes, what precautions will you take to minimise any potential harm? 
 
Participants will be informed from the beginning, both verbally and in writing, that they have the 
right to decline to answer any questions put to them during the interview and that they can 
withdraw from the study at any time, up to the point that the analysis has been finalised, without 
having to give any reason and without being penalised or disadvantaged in any way. In 
addition, in the briefing session, participants will be given the opportunity to explore with the 
researcher the implications arising from their participation in this study. Lastly, participants will 
be experienced therapists, who have undergone personal therapy and attend regular 
supervision. They will be strongly encouraged to address possible concerns or discomfort 
arisen by their participation in the research project with their therapists, supervisors, as well as 
with the researcher herself and/ or her external supervisor.  
 
 
3.9 Please describe the nature, duration and frequency of the procedures? 
 
Participants will be required to participate in a one-to-one, semi-structured interview lasting 
approximately 60 minutes. The whole procedure, including the introductory and debriefing 
phase, as well as the filling of the relevant monitoring form with participants’ demographic 
details (please see relevant form in Section 11), is expected to last approximately 90 minutes. 
 
 
4. Information on participants 
 
4.1a How many participants will be involved?  
 
The participant sample will consist of ten qualified chartered counselling psychologists. 
 
 
4.1b What is the age group and gender of the participants? 
 
There will be no particular age range or gender specification.  
 
 
4.1c Explain how you will determine your sample size and the selection criteria you will 
be using. Specify inclusion and exclusion criteria. If exclusion of participants is made on 
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the basis of age, gender, ethnicity, race, disability, sexuality, religion or any other factor, 
please explain and justify why. 
 
The sample will consist of ten qualified chartered counselling psychologists of various 
therapeutic orientations. According to Smith, Flowers and Larkin (2009) a range between four 
and ten participant interviews seems appropriate when conducting Interpretative 
Phenomenological Analysis for professional doctorate programmes. Participants will have 
completed BPS-accredited training programmes in the UK and have been practicing in different 
settings, such as the registered charities, private organisations and private practice. In 
accordance with the principles of IPA, the sample will be purposive and homogeneous in terms 
of professional training and academic qualifications, as the research questions must hold 
personal significance and relevance for participants (Smith & Eatough, 2006). However, the 
sample will be fairly heterogeneous in terms of participants’ therapeutic orientation and 
professional post mirroring the diversity of counselling psychologists, and thus increasing 
sample’s representativeness. A minimum of two years of clinical experience post-chartership 
will be required for participation in the present study, in order to ensure that participants have 
gained sufficient experience in working relationally with clients. Participants will be also 
required to be engaged in ongoing supervision due to the delicate nature of the proposed 
project and the possible emotional disturbance that may arise by their participation in the study. 
Furthermore, participants will be recruited from settings where they provide time-limited (e.g. 
minimum 15 sessions) or open-ended therapy. It is postulated that although alliance ruptures 
may manifest relatively early in therapy often leading to premature dropout within the first few 
sessions of treatment (see Muran et al., 2009), they require a substantial period of time to be 
managed and resolved. Consequently, participants working in an NHS setting will be excluded 
from participation in the proposed study, as the type of treatment offered is mainly short-term.  
 
 
4.2 How are the participants to be identified, approached and recruited, and by whom? 
 
Consistently with the principles of Interpretative Phenomenological Analysis, sampling will be 
purposive rather than probabilistic (see Smith, Flowers & Larkin, 2003), as the proposed study 
aims to investigate and illuminate participants’ experiences of the phenomenon under 
investigation. Participants will therefore be contacted via snowballing; Snowballing is a 
sampling strategy where identified respondents are then used to refer researchers on to other 
respondents.  It is particularly advantageous for descriptive, exploratory, qualitative studies that 
are primarily conducted through interviews (Hendricks, Blanken & Adriaans, 1992). Snowball 
sampling is a method for obtaining research participants who are hard to reach or where a 
substantial amount of trust is required to initiate contact (see Atkinson & Flint, 2001). Due to 
the delicate nature of the research topic (where participants are going to be invited to discuss 
difficult times with clients that may have been successfully or unsuccessfully) and taking into 
account the relative low response that similar studies have yielded, snowballing seems like an 
appropriate sampling strategy; it will provide access to an eligible sample of participants who 
may feel more comfortable and trusting towards the researcher, as referrals will have been 
made by peers or acquaintances. Participants, who express an initial interest and willingness 
to participate, will subsequently be approached individually by the researcher and will be 
informed with regard to the nature and aims of the study, both verbally and in writing through 
a Participant Information Sheet. They will also be encouraged to ask questions regarding the 
purposes and implications of the project. Caution will be taken, in order for participants not to 
feel obliged to take part in the study, due to the relationship with the respondent who initially 
referred them to the researcher. In particular, participants will be informed that they have the 
right to decline to participate in the research project or that in case they agree to participate, 
they can withdraw their consent at any time up to the point that the analysis has been finalised 
without being penalised or disadvantaged in any way.  
 
 
4.3 Describe the procedure that will be used when seeking and obtaining consent, 
including when consent will obtained. Include details of who will obtain the consent, how 
are you intending to arrange for a copy of the signed consent form for the participants, 
when will they receive it and how long the participants have between receiving 
information about the study and giving consent. 
 
Respondents, who have read the Participant Information Sheet and express a willingness to 
take part in the proposed research study, will subsequently be provided by the researcher with 
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two copies of an Informed Consent Form, explaining to them confidentiality issues, right for 
withdrawal, handling of the material, as well as ethical implications arising from the conduct of 
the study. They will be subsequently asked to read carefully, sign and return one copy of the 
Informed Consent Form within a week. Participants who sign and return their forms will be then 
invited to take part in a semi-structured interview lasting approximately 60 minutes.  
 
 
4.4 How will the participant’s physical and mental suitability for participation be 
assessed? 
 
Participants will be experienced counselling psychologists who have completed or are still 
engaged in personal therapy, and receive ongoing supervision. It is therefore assumed that 
they will be physically and mentally suitable to participate in the study. Should concerns be 
raised during their involvement in the interview process, they will be offered the opportunity to 
explore possible concerns with the researcher and they will be also encouraged to address 
them with their supervisor and/ or therapist. Consequently, they will be exempted from the 
proposed research study. 
 
 
4.5 Are there any special pressures that might make it difficult to refuse to take part in 
the study? Are any of the potential participants in a dependent relationship with any of 
the investigators (for instance student, colleague or employee) particularly those 
involved in recruiting for or conducting the project? 
 
One possible pressure that might make it difficult for participants to refuse to take part in the 
study could be the shared professional identity with the researcher (i.e. chartered counselling 
psychologists). However, the invitation for participation in the study will not be addressed to 
them personally, but rather through the method of snowballing. They will therefore be given the 
right to decline participation whilst maintaining their anonymity. Another source of pressure 
could be the participants’ relationship with the respondent who initially referred them to the 
researcher, as they may not find it socially desirable to refuse to take part. In both cases, should 
participants decide to take part in the study, they will be given the opportunity to explore the 
working relationship with the researcher, they will be reassured that refusal to participate will 
not affect the work relationship in any way, and they will be explicitly informed of their right to 
decline to answer any questions put to them and to withdraw from the study at any time (up to 
the point that the analysis has been finalised) without being disadvantaged or penalised in any 
way.  
 
 
4.6 Are there any issues related to the ability of participants to give informed consent 
themselves or are you relying on gatekeepers on their behalf? 
 
There are no issues of participants’ ability to give informed consent themselves.  
 
 
4.7 Will the participant’s doctor be notified?    YES  NO  
(If so, provide a sample letter to the subject’s GP.) 
 
4.8 What procedures are in place for the appropriate referral of a study participant who 
discloses an emotional, psychological, health, education or other issue during the 
course of the research or is identified by the researcher to have such a need? 
 
During the briefing session, participants will be given the opportunity to explore the working 
relationship between themselves and the researcher, as well as the implications arising from 
for their participation in this study. In addition, at the conclusion of their participation, they will 
be fully debriefed and will be encouraged to ask questions around the nature and outcome of 
the research. Should participants disclose or should the researcher identify a particular 
emotional, psychological or practical need, participants will be offered the opportunity to 
explore their issue with the researcher in an open and supportive way. Furthermore, all 
participants will be given a debriefing sheet providing them with the researcher’s and 
supervisor’s contact details, as well as a list of professional organisations they can turn to 
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should they wish to address questions, anxieties or concerns arisen from the study. They will 
also be strongly encouraged to share them with their own supervisors and/ or therapists.  
 
 
4.9 What steps will be taken to safeguard the participants from over-research? (I.e. to 
ensure that the participants are not being used in multiple research project.) 
 
The proposed research project will not be particularly time-consuming for participants, as they 
will only be required to take part in one semi-structured interview lasting approximately 90 
minutes (including introductory and debriefing phases). Nevertheless, participants will be asked 
on whether they are engaged in another research project, as well as on their emotional and 
practical availability. Participants with a heavy workload and/ or other research obligations will 
be strongly encouraged to take into account their various commitments before deciding to give 
their final consent for participation in the study. Emphasis will be given on participants’ right to 
decline participation in the research project and sufficient time will be dedicated in explaining 
to them (both verbally and in writing) the nature of the research project, as well as the level of 
commitment required by them. The duration of the interview process, including the introductory 
and debriefing phase, will be clearly explained and punctually kept. 
 
 
4.10 Where will the research take place?  
 
The research will take place in a quiet room at participants’ workplace, private practice or home 
at a convenient for them date and time.  
 
 
4.11 What health and safety issues, if any, are there to consider?  
 
There are no significant health and safety issues. Interviews will be conducted at participants’ 
home, private practice or workplace, where it is assumed that health and safety policies are 
sufficiently met.  In order to safeguard the researcher’s safety, in the case where interviews 
take place at participants’ home or private office, the researcher will have provided her 
supervisor with a sealed envelope containing participant’s address. The supervisor will be 
specifically instructed to only open the envelope, if the researcher has not contacted him at an 
agreed time following interview completion, so he can check her whereabouts and well-being.  
 
4.12 How have you addressed the health and safety concerns of the participants, 
researchers and any other people impacted by this study? Have you conducted a risk 
assessment? 
Not applicable.  
 
4.13 Are you offering any incentives or rewards for participating?  YES  NO  
If yes please give details 
Not applicable. 
 
5. Vulnerable groups 
 
5.1 Will persons from any of the following groups be participating in the study? (if not go to 
section 6) 
Adults without capacity to consent   
Children under the age of 18  
Those with learning disabilities   
Prisoners   
Vulnerable adults  
Young offenders (16-21 years)  
Those who would be considered to have a particular dependent 
relationship with the investigator (e.g. those in care homes, students, 
employees, colleagues) 
 
 
5.2 Please provide your ISA number  
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5.3 Will you be recruiting or have direct contact with any children under the age of 18?  
         YES  NO  
 
5.3a If yes, please give details of the child protection procedures you propose to adopt 
should there be any evidence of or suspicion of harm (physical, emotional or sexual) to a 
young person. Include a referral protocol identifying what to do and who should be 
contacted. 
      
 
 
 
5.3b Please give details of how you propose to ensure the well-being of the young 
person, particularly with respect to ensuring that they do not feel pressured to take part 
in the research and that they are free to withdraw from the study without any prejudice to 
themselves at anytime. 
      
 
 
 
5.3c Please give details of any City staff or students who will have contact with young 
people (under the age of 18) and details of current (within the last 3 years) enhanced City 
University CRB clearance.  
Name Dept & School Student/Staff 
Number 
Date of CRB 
disclosure 
Type of disclosure 
                              
                              
                              
                              
 
5.3d Please give details of any non-City staff or students who will have contact with 
young people (under the age of 18) and details of current (within the last 1 year) 
enhanced CRB clearance.  
Name Institution Address of 
organisation that 
requested the 
disclosure 
Date of CRB 
disclosure 
Type of disclosure  
                              
                              
                              
                              
 
 
5.4 Will you be recruiting or have direct contact with vulnerable adults? YES  NO  
 
5.4a If yes, please give details of the protection procedures you propose to adopt should 
there be any evidence of or suspicion of harm (physical, emotional or sexual) to a 
vulnerable adult. Include a referral protocol identifying what to do and who should be 
contacted. 
      
 
 
 
5.4b Please give details of how you propose to ensure the well-being of the vulnerable 
adult, particularly with respect to ensuring that they do not feel pressured to take part in 
the research and that they are free to withdraw from the study without any prejudice to 
themselves at anytime. You should indicate how you intend to ascertain that person’s 
views and wishes. 
      
 
 
5.4c Please give details of any City staff or students who will have contact with 
vulnerable adults and details of current (within the last 3 years) enhanced City University 
CRB clearance.  
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Name Dept & School Student/Staff 
Number 
Date of CRB 
disclosure 
Type of disclosure  
                              
                              
                              
                              
 
5.4d Please give details of any non-City staff or students who will have contact with 
vulnerable adults and details of current (within the last 1 year) enhanced CRB clearance.  
Name Institution Address of 
organisation that 
requested the 
disclosure 
Date of CRB 
disclosure 
Type of disclosure 
                              
                              
                              
                              
 
5.5 Will you be recruiting any participants who fall under the Mental Capacity Act 2005? 
         YES  NO  
If so you MUST get approval from an NHS COREC approved committee (see separate 
guidelines for more information). 
 
6. Data Collection 
 
6.1a Please indicate which of the following you will be using to collect your data  
Please tick all that apply 
Questionnaire  
Interviews  
Participant observation   
Focus groups   
Audio/digital-recording interviewees or events  
Video recording   
Physiological measurements   
Quantitative research (please provide details)  
Other  
Please give details 
 
      
 
6.1b What steps, if any, will be taken to safeguard the confidentiality of the participants 
(including companies)?  
 
Interviews will take place in a quiet room of participants’ workplace, private practice or home, 
while all research data will be handled in accordance with the Data Protection Act (1998). 
Participants’ identity will only be known to the researcher conducting the study and the audio-
recordings produced will only be listened by the researcher herself and possibly by supervisors/ 
examiners. Participants will be made fully aware that the interviews will be audio-recorded and 
subsequently transcribed. They will also be made aware that the audio-recordings, as well as 
the transcripts, with identifying details removed, may be heard or seen by supervisors and 
examiners, while extracts from the interviews may potentially appear in subsequent 
publications or a display of the dissertation’s copy at the University’s library for educational 
purposes. In any case, the anonymity of the participants will be protected through using a 
pseudonym when labelling the recording, as well as when producing the transcripts. 
Furthermore, transcript sections, which could lead to the identification of participants (e.g. work 
setting, agency location), as well as participants’ clients mentioned in the interview will be 
excluded from presentation. In order to ensure clients’ anonymity, participants will be 
specifically instructed to avoid using details, which could possibly lead to clients’ identification 
by others. However, participants will also be notified that, in accordance with the BPS Conduct 
of Ethics and Conduct (2006), confidentiality might have to be breached should participants 
disclose material, which raises concerns about potential risk, safety of clients, as well as health 
and safety of children or vulnerable adults. In such a case, the researcher will raise the issue 
to the supervisor, and may have to take further action and report it elsewhere, such as the 
University’s or the BPS’s Ethics Committee. Audio-recordings and transcripts produced will be 
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kept in a locked filing cabinet at secure place, to which only the researcher will have access. 
Participants’ personal information data (i.e. those included in the monitoring form) will be kept 
separately from the raw data, in order to further safeguard anonymity. In addition, electronically 
stored data (e.g. transcripts and researcher’s personal notes) will be password protected.  All 
date will be destroyed upon completion of the study.  
 
 
6.1c If you are using interviews or focus groups, please provide a topic guide 
 
Data will be collected through individual, semi-structured interviews, consisting of four open-
ended questions created by the researcher. Consistent with IPA recommendations, interviews 
will open with more general questions and gently move on to the more specific subjects under 
investigation, in order to make respondents feel more at ease and to begin establishing trust 
and rapport (Smith & Eatough, 2006). Interjections by the interviewer to clarify points or 
facilitate conversation will also be encouraged. The interview questions are formulated as 
follows: 
1. What is the role of the therapeutic relationship in your work with clients? 
2. How would you define a rupture in the therapeutic relationship? 
3. Could you recall and describe a relationship rupture with a client (or more) that might 
have ended successfully or unsuccessfully? 
4. How did you experience (cognitively, emotionally, interpersonally) the rupture? 
5. How did you process and manage the rupture in the therapeutic relationship?  
6. In what ways did the rupture impact (positively or negatively) upon psychotherapy 
relationship, process and outcome? 
 
 
7. Confidentiality and Data Handling 
 
7.1a Will the research involve: 
  complete anonymity of participants (i.e. researchers will not meet, or 
know the identity of participants, as participants, as participants are a part of a random 
sample and are required to return responses with no form of personal identification)? 
 
 anonymised sample or data (i.e. an irreversible process whereby identifiers 
are removed from data and replaced by a code, with no record retained of how the 
code relates to the identifiers. It is then impossible to identify the individual to whom the 
sample of information relates)? 
 
 de-identified samples or data (i.e. a reversible process whereby identifiers 
are replaced by a code, to which the researcher retains the key, in a secure location)? 
 
 subjects being referred to by pseudonym in any publication 
arising from the research? 
 
 any other method of protecting the privacy of participants? 
(e.g. use of direct quotes with specific permission only; use of real name with specific, 
written permission only) 
 
Please give details of ‘any other method of protecting the privacy of participants’ is used 
Use of direct quotes with permission only, omission of transcript sections that may lead to participants’ or clients’ 
identification 
 
 
7.1b Which of the following methods of assuring confidentiality of data will be implemented? 
Please tick all that apply  data to be kept in a locked filing cabinet   data and identifiers to be kept in separate, locked filing cabinets   access to computer files to be available by password only   storage at City University London   stored at other site  
If stored at another site, please give details 
 
Data will be safely kept at the researcher’s private 
office. 
 
 
7.1c Who will have access to the data? 
Access by named researcher(s) only     YES   NO  
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Access by people other than named researcher(s)   YES  NO  
 
If people other than the named researcher(s), please explain by whom and for what purpose 
 
Part of the data (e.g. interview extracts) will be also accessed by the researcher’s internal and 
external examiners and supervisors for the purposes of examination. 
 
 
7.2a Is the data intended for reuse or to be shared as part of longitudinal research?  
         YES  NO  
7.2b Is the data intended for reuse or to be shared as part of a different/wider research 
project now, or in the future?      YES  NO  
 
7.2c Does the funding body (e.g. ESRC) require that the data be stored and made 
available for reuse/sharing?      YES  NO 
 
7.2d If you have responded yes to any of the questions above, explain how you are 
intending to obtain explicit consent for the reuse and/or sharing of the data. 
 
Not applicable. 
 
 
7.3 Retention and Destruction of Data 
 
7.3a Does the funding body or your professional organisation/affiliation place obligations 
or recommendations on the retention and destruction of research data?  
       YES  NO  
 
If yes, what are your affiliations/funding and what are the requirements? (If no, please refer to University 
guidelines on retention.) 
 
 
7.3bHow long are you intending to keep the data? 
 
According to the University’s policy on data retention, audio-recordings and transcripts 
produced will be kept for 5 years after the successful completion and submission of the 
research study. 
 
 
7.3c How are you intending to destroy the data after this period?  
 
Transcripts, monitoring forms, researcher’s notes will be shredded, audio-recordings will be 
erased and electronic files will be deleted. 
 
 
 
8. Curriculum Vitae 
 
CV OF APPLICANTS (Please duplicate this page for each applicant, including external persons and 
students involved.)  
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8.1 Supervisor’s statement on the student’s skills and ability to carry out the proposed 
research, as well as the merits of the research topic (up to 500 words) 
 
The researcher has completed postgraduate studies (at MSc level) in the Counselling 
Psychology field. She is also a Greek BPS-chartered and HPC-registered counselling 
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psychologist, working in private practice and lecturing at postgraduate level.  Her extensive 
professional experience combined with her previous involvement with qualitative research 
(having already published piece of her work), verify her competence in conducting this 
research project.  
 
The topic itself has great merit as it focuses on core issues of the counselling psychology 
practice (i.e. therapeutic relationship), aiming to provide further understanding to an under-
researched element (i.e. a ‘difficult’ occurrence in the process). Using a sound methodological 
/ analytical approach (IPA) the researcher also abides to the scientist-practitioner model, 
offering a scientific framework in the study of therapeutic relationship. 
 
 
Supervisor’s Signature 
 
Print Name 
 
Theodoros Giovazolias 
 
 
 
 
9. Participant Information Sheet  
 
 
Participant Information Sheet 
 
Title of study:Ν“RuptureΝandΝRepairΝinΝtheΝTherapeuticΝRelationship” 
 
I am a chartered counselling psychologist and would like to invite you to participate in 
my research study. Before you decide whether you would like to take part it is 
important that you understand why the research is being done and what it would involve 
for you. Please take time to read the following information carefully and discuss it with 
others if you wish. Ask us if there is anything that is not clear or if you would like more 
information. 
 
Purpose of study: The research project is part of a DPsych (top-up) in Counselling 
Psychology and is expected to be completed within a year and a half. The role and 
impact of a positive therapeutic relationship on psychotherapy outcome has been vastly 
documented. However, ruptures in the therapeutic alliance are a common phenomenon 
and pose marked challenges on the work of psychotherapists. Ruptures have been 
defined as deteriorations in the collaborative relationship between therapist and client 
(Safran & Muran, 1996). When successfully resolved, they can contribute to positive 
treatment outcome and change. When unresolved, they can adversely affect process 
and outcome often leading to negative feelings and unilateral termination. Therefore, 
the aim of the proposed research project is to address this question by exploring 
therapists’ΝexperiencesΝofΝprocessing,ΝmanagingΝandΝrepairingΝallianceΝruptures.Ν 
 
 
You have been invited to take part in the present study because you are a chartered 
counselling psychology with a minimum of two years of clinical experience post-
qualification who offers open-ended or time-limited therapy and receives ongoing 
  
223 
 
clinical supervision. The study will include a total of 10 chartered psychologists like 
yourself.  
 
Participation in the research project is entirely voluntary and it is entirely up to you to 
decide whether or not to take part. If you do decide to take part you will be asked to 
sign a consent form, however you will still be free to withdraw at any time and without 
giving a reason.  
 
Should you decide to take part, you will be invited to participate in an individual, semi-
structured interview with the researcher. The interview will take place in a quiet room 
at your workplace or home, at a convenient for you time and date, and will last 
approximately 90 minutes (including the introductory and debriefing phase). The 
interview will be audio-recorded and subsequently transcribed verbatim. The data 
collected will be then analysed using Interpretative Phenomenological Analysis  
 
In the beginning of your meeting with the researcher, you will be informed verbally on 
the nature and aims of the research project and you will be encouraged to ask questions 
and clarifications. During the interview, you will be asked to answer a series of open-
ended questions posed by the researcher as clearly and openly as possible. Upon the 
interview’sΝcompletion,ΝyouΝwillΝbeΝaskedΝtoΝfillΝinΝaΝshortΝMonitoringΝFormΝwithΝsomeΝ
demographic details. Subsequently, the researcher will debrief you (both verbally and 
in writing) on the research project and will encourage you to address possible issues, 
anxieties or concerns arisen by your participation in the study.  
 
Due to the delicate nature of the research topic, the present study contains a minimum 
risk of causing you slight psychological and emotional discomfort, as you will be 
expected to describe difficult times with your clients. In such case, you retain the right 
to decline answering questions which are experienced as too personal or intrusive, as 
well as to withdraw from the interview process at any time without having to provide 
any explanation. Should you experience any sort of anxiety or discomfort, you will be 
given the opportunity to discuss this with the researcher and will be also strongly 
encouraged to address them with your supervisor and/ or therapist.  
 
If you decide to take part in the research project, you will be hopefully provided with 
the opportunity to think reflectively and meaningfully on the therapeutic relationship 
with your clients. Your participation will also contribute to shedding further light into 
the ways counselling psychologists experience, manage and repair ruptures in the 
therapeutic relationship. An exploration of types of ruptures and ways of reparation 
within the therapeutic relationship holds significant clinical implications for 
psychologists, psychotherapists and counsellors, as it could clarify ways of identifying, 
working through and overcoming ruptures, in order to strengthen the therapeutic 
relationship, increase therapeutic effectiveness and achieve positive treatment 
outcome. Furthermore, the proposed research study can also hold significant training 
implications, as it may further illuminate the ways future counselling psychologists, 
and practitioners in general, can be trained in ways of establishing, maintaining and 
repairing the therapeutic alliance. Finally, as the proposed research study focuses on 
therapists’Ν experiencesΝ ofΝ rupturesΝ andΝ repairs,Ν itΝ mayΝ provideΝ usefulΝ insightΝ intoΝ
specific client and therapist characteristics that may influence the development of the 
therapeuticΝrelationship,ΝandΝthusΝhighlightΝtheΝimportanceΝofΝ‘reflexive’Νpractice. 
 
All research data will be handled in accordance with the Data Protection Act 1998. 
Your identity will only be known to the researcher conducting the study and the audio-
recordings produced will only be listened by the researcher herself and possibly by 
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supervisors/ examiners. Interviews will be audio-recorded and subsequently 
transcribed verbatim, while part of them, with identifying details removed, may be 
heard or seen by supervisors and examiners. Every effort will be made to ensure 
confidentiality and safeguard anonymity. However, in accordance with the BPS 
Conduct of Ethics and Conduct, confidentiality (March 2006) might have to be 
breached should you disclose material, which raises concerns about potential risk, 
safety of clients, as well as health and safety of children or vulnerable adults. In such a 
case, the researcher will raise the issue to her supervisor and may take further action 
and report it elsewhere. Audio-recordings and transcripts produced will be kept in a 
locked filing cabinet at a secure place, to which only the researcher will have access. 
Your personal information data (i.e. those included in the monitoring form) will be kept 
separately from the raw data, while electronically stored data will be password 
protected, in order to further safeguardΝanonymity.ΝInΝlineΝwithΝtheΝUniversity’sΝpolicy,Ν
all data will be destroyed five years after completion of the study. Transcripts, 
monitoring forms and personal data will be shredded, electronic data will be deleted, 
and audio-recordings will be erased. 
 
Results of the research study will be seen by supervisors and examiners for the purposes 
ofΝ theΝ project’sΝ evaluation.Ν InΝ addition,Ν theyΝmayΝ potentiallyΝ appearΝ inΝ subsequentΝ
publicationsΝ orΝ aΝ displayΝ ofΝ theΝ dissertation’sΝ copyΝ atΝ theΝ University’sΝ library for 
educational purposes. However, your anonymity will be protected through using a 
pseudonym when producing the transcripts. Furthermore, sections which could lead 
either to your (e.g. work setting, agency location), or your clients mentioned in the 
interview identification will be excluded from presentation. In order to ensure your 
anonymity, you are specifically instructed to avoid using details, which could possibly 
leadΝtoΝyourΝpersonalΝorΝclients’ΝidentificationΝbyΝothers.ΝShouldΝyouΝwishΝtoΝreceive a 
copy of the completed research project and/ or a copy of a potential future publication, 
you may state it to the debriefing phase.  
 
Your participation is entirely voluntary and you can choose not to participate in part or 
all of the project, as well as to withdraw at any stage of the project, up to the point that 
the analysis has been finalised, without having to give any reason and without being 
penalised or disadvantaged in any way.  
 
If you have any problems, concerns or questions about this study, you should ask to 
speak to the researcher or her supervisor at the contact details provided below:  
 
                      
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
                                                                         
                                                                                                
         
 
If you remain unhappy and wish to complain formally, you can do this through the 
University complaints procedure. To complain about the study, you need to phone 020 
7040 3040. You can then ask to speak to the Secretary to Senate Research Ethics 
Committee andΝinformΝthemΝthatΝtheΝnameΝofΝtheΝprojectΝis:Ν“RuptureΝandΝRepairΝinΝtheΝ
TherapeuticΝRelationship”.ΝYouΝcouldΝalsoΝwriteΝtoΝtheΝSecretaryΝat:Ν 
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10. Participant Consent Form 
 
 
Participant Consent Form 
 
Research Title:Ν“RuptureΝandΝRepairΝinΝtheΝTherapeuticΝRelationship” 
 
I have been asked and I have agreed to take part in the above City University London 
research project. I have had the project explained to me, and I have read the Participant 
Information Sheet, which I know I may keep for my records.  
 
I understand that consenting to participate in the research project means that I am 
willing to take part in a 60 minute, individual, semi-structured interview, which will be 
audio-recorded and subsequently transcribed. I agree to the interview being conducted 
in a quiet and safe room at my home or workplace, in order to safeguard confidentiality 
and allow sound conduct of the process. 
 
I appreciate that the audio-recordings and transcripts produced will be kept in a secure 
place, to which only the researcher will have access. The recordings produced will only 
be listened by the researcher herself and possibly by supervisors/ examiners within the 
institution and will be destroyed upon successful submission of the research project to 
the Examination Board. Similarly, extracts of the transcripts, with identifying details 
removed, may also be seen by supervisor/examiners and potentially appear in 
subsequent publications arising from the study. However, transcript sections, which 
could lead to my personal identification,ΝasΝwellΝasΝclients’ΝidentificationΝmentionedΝinΝ
the interview will be excluded from presentation and will not be disclosed in any 
reports on the project, or to any other party. I have been also informed that I will be 
given a transcript of data concerning me for my approval before it is included in the 
write-up of the research. 
 
I understand that any information I provide is confidential, however, in accordance 
with the BPS Conduct of Ethics and Conduct (March 2006) confidentiality might have 
to be breached upon disclosure of material, which raises concerns about potential risk, 
clients’Νsafety,ΝasΝwellΝasΝhealthΝandΝsafetyΝofΝchildrenΝorΝvulnerableΝadults.ΝIΝconfirmΝ
that I have been advised against disclosing such information, which could require from 
the researcher to take further action.  
 
I understand that my participation is voluntary, that I can choose not to participate in 
part or all of the project, and that I can withdraw at any stage of the project, up to the 
point that the analysis has been finalised, without having to give any reason and without 
being penalised or disadvantaged in any way.  
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I agree to City University London recording and processing this information about me. 
I understand that this information will be used only for the purposes set out in this 
statement and my consent is conditional on the University complying with its duties 
and obligations under the Data Protection Act 1998. Acknowledging this I am willing 
to take part in the above study. 
 
Participant’sΝName:ΝΝΝΝΝΝΝΝΝΝΝΝΝΝ                                  Participant’sΝSignature: 
 
 
Researcher’sΝName:ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝResearcher’sΝSignature: 
 
 
Date: 
 
                      
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
                                                                         
                                                                                                
          
                                                                            
 
 
11. Additional Information  
 
 
Recruitment Information 
 
I am a Chartered Counselling Psychologist currently conducting a DPsych (top-up) in 
Counselling Psychology at City University London, Department of Psychology, and I 
would like to invite you to take part in my postgraduate research project entitled 
“RuptureΝandΝRepairΝinΝtheΝTherapeuticΝRelationship”. 
 
The research project aimsΝ toΝ investigateΝ counsellingΝ psychologists’Ν experiencesΝ ofΝ
managing and repairing ruptures within the therapeutic alliance, as well as to examine 
ruptures’ΝimplicationsΝuponΝtheΝtherapeuticΝrelationship,ΝprocessΝandΝoutcome. 
 
I am looking for chartered counselling psychologists with a minimum of two years of 
clinical experience (post-chartership) who offer open-ended or time-limited therapy 
(minimum 15 sessions) within their private practice or workplace. Potential 
participants may be from various theoretical orientations but must be receiving ongoing 
clinical supervision for their practice.  
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Should you decide to take part, you will be asked to describe your experiences of 
processing and managing ruptures within the therapeutic relationship in an individual, 
semi-structured, audio-recorded interview, which will last approximately 60 minutes. 
 
If you are interested in taking part or if you have any queries regarding the research 
project, you can contact me or my supervisor via the e-mail addresses or on the 
telephone numbers provided below. 
 
                      
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
                                                                         
                                                                                                  
          
                                         
 
This study has been reviewed by, and received ethics clearance through the Ethics 
Committee of City University, London. If you would like to complain about any aspect 
ofΝtheΝstudy,ΝpleaseΝcontactΝtheΝSecretaryΝtoΝtheΝUniversity’sΝSenateΝResearch Ethics 
Committee on 020 7040 3040 or via email:   
 
I would like to thank you in advance for your time and help. 
 
 
 
 
Participant Debriefing Information 
 
Thank you for taking part in this research project, which aims to investigate chartered 
counsellingΝ psychologists’Ν experiencesΝ ofΝ processing,Ν managingΝ andΝ repairingΝ
ruptures within the therapeutic relationship.  
 
Previous research has shown that ruptures in the therapeutic alliance are a common 
phenomenon and pose marked challenges on the work of psychotherapists. When 
ruptures are resolved successfully, they can contribute to positive treatment outcome 
and change. When unresolved, they can adversely affect process and outcome often 
leading to negative feelings and unilateral termination. Taking into account the 
distinct role of the therapeutic relationship in the discipline of Counselling Psychology 
the present research project aims to shed light upon counsellingΝ psychologists’Ν
subjective experiences of ruptures, and the unique ways practitioners employ in order 
toΝ manageΝ andΝ overcomeΝ them.Ν ParticularlyΝ withinΝ theΝ ‘reflectiveΝ practitioner’Ν
paradigm, notions of therapist reflexivity and relationship dynamics gain paramount 
importance. It is therefore maintained that the ability to reflect upon and successfully 
manageΝallianceΝrupturesΝmayΝenhanceΝcounsellingΝpsychologists’ΝskillsΝandΝefficacy,Ν
optimiseΝtreatmentΝoutcomeΝandΝsafeguardΝclients’Νwell-being.  
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I hope you have enjoyed taking part in this study. Please feel free to ask questions that 
might have arisen by your participation in the study. Should you wish to know more 
about the outcome of this study or wish to obtain a copy of a potential publication 
arising from it, please do not hesitate to contact the researcher at the contact details 
mentioned below. 
 
                      
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ
ΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝΝ  
                                                                         
                                                                                                
          
 
In addition, should you feel you have been affected by any issues raised during your 
participation in the study, you might wish to address it with your personal supervisor 
and/ or therapist, or contact one of the organisations listed below.  
 
British Association for Counselling and Psychotherapy 
Tel: 01455 883300.  Website: www.itsgoodtotalk.org.uk 
 
British Community Advice and Listening Line (C.A.L.L.) - Helpline 
Tel: 0800 132 737. Website: www.callhelpline.org.uk 
Samaritans - Helpline 
Tel: 08457 909090. Website: www.samaritans.org 
 
 
 
 
Participant Monitoring Form 
 
Please, fill in the information below for monitoring purposes. 
 
Name: 
 
Age: 
 
Gender: 
 
Therapeutic Orientation: 
 
Nationality: 
 
Ethnicity: 
 
Professional Post: 
 
Years of Professional Experience (post-chartership):  
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12. Declarations by Investigator(s) 
  I certify that to the best of my knowledge the information given above, together with any 
accompanying information, is complete and correct.  I have read the University’s guidelines on human research ethics, and accept the 
responsibility for the conduct of the procedures set out in the attached application.  I have attempted to identify all risks related to the research that may arise in conducting the 
project.  I understand that no research work involving human participants or data can commence until 
full ethical approval has been given 
 
 
 
Print Name Signature 
 
Principal 
Investigator(s) 
(student and 
supervisor if 
student project) 
 
 
Angeliki 
Apostolopoulou 
(Research 
Student) 
 
Theodoros 
Giovazolias 
(External 
Supervisor) 
 
 
 
 
 
 
Carla Willig 
(Internal 
Supervisor) 
 
 
 
 
 
 
 
 
Associate 
Dean for 
Research (or 
equivalent) or 
authorised 
signatory  
 
       
 
Date 
 
20/03/14 
 
Researcher’s checklist for compliance with the Data Protection Act, 1998 
 
This checklist is for use alongside the Guidance notes on Research and the Data Protection Act 
1998.  Please refer to the notes for a full explanation of the requirements. 
 
You may choose to keep this form with your research project documentation so that you can 
prove that you have taken into account the requirements of the Data Protection Act. 
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REQUIREMENT 
 
 
 
A Meeting the conditions for the research exemptions:   
1 The information is being used exclusively for research purposes.  Mandatory 
2 You are not using the information to support measures or decisions 
relating to any identifiable living individual. 
 Mandatory 
3 You are not using the data in a way that will cause, or is likely to cause, 
substantial damage or substantial distress to any data subject. 
 Mandatory 
4 You will not make the result of your research, or any resulting statistics, 
available in a form that identifies the data subject. 
 Mandatory 
B Meeting the conditions of the First Data Protection Principle:   
1 You have fulfilled one of the conditions for using personal data, e.g. you 
have obtained consent from the data subject.  Indicate which condition 
you have fulfilled here:  
- Data obtained will only be used for the purposes outlined in the 
Informed Consent Statement and will not be shared with any other 
organization.  
- Informed consent will be obtained. 
- Participants’ and their clients’ possible identifying details will be 
anonymised. 
- No identifiable personal data will be published. 
 Mandatory 
2 If you will be using sensitive personal data you have fulfilled one of the 
conditions for using sensitive personal data, e.g. you have obtained 
explicit consent from the data subject.  Indicate which condition you 
have fulfilled here: 
_________________________________________________________
_________________________________________________________
__________________________________________ 
 Mandatory if 
using sensitive 
data 
3 You have informed data subjects of: 
What you are doing with the data; 
Who will hold the data, usually City University London; 
Who will have access to or receive copies of the data. 
 Mandatory unless 
B4 applies 
4 You are excused from fulfilling B3 only if all of the following conditions 
apply: 
The data has been obtained from a third party; 
Provision of the information would involve disproportionate effort; 
You record the reasons for believing that disproportionate effort 
applies, please also give brief details here: 
_________________________________________________________
_________________________________________________________
_________________________________________________________
_____________________________________ 
 Required only 
when claiming 
disproportionate 
effort 
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N.B.  Please see the guidelines above when assessing 
disproportionate effort. 
C Meeting the conditions of the Third Data Protection Principle:   
1 You have designed the project to collect as much information as you 
need for your research but not more information than you need. 
 Mandatory 
D Meeting the conditions of the Fourth Data Protection Principle: 
  
1 You will take reasonable measures to ensure that the information you 
collect is accurate. 
 Mandatory 
2 Where necessary you have put processes in place to keep the 
information up to date. 
 Mandatory 
E Meeting the conditions of the Sixth Data Protection Principle:   
1 You have made arrangements to comply with the rights of the data 
subject.  In particular you have made arrangements to: 
Inform the data subject that you are going to use their personal data. 
Stop using an individual’s data if it is likely to cause unwarranted 
substantial damage or substantial distress to the data subject or 
another. 
Ensure that no decision, which significantly affects a data subject, is 
based solely on the automatic processing of their data. 
Stop, rectify, erase or destroy the personal data of an individual, if 
necessary. 
Please give brief details of the measures you intend to take here: 
I intend to take all the aforementioned measures.  
- Participants are going to be notified that only the researcher will have 
access to their personal data and that personal or identifying will be 
anonymised and/ or excluded from presentation.  
- Participants will be explicitly made aware of their right not to 
participate in part or all of the project, and to withdraw at any stage of 
the project, up to the point that the analysis has been finalised, without 
having to give any reason and without being penalised or 
disadvantaged in any way.  
- Data will be collected, processed and presented in a way that will not 
cause substantial damage or distress to participants. 
- All personal data will be destroyed 5 years after successful completion 
of the proposed research project, or should a participant decide to 
withdraw at any stage of the study. Specifically, transcripts will be 
shredded, audio-recordings will be erased and electronic files will be 
deleted. 
 Mandatory 
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Appendix 8 - Ethics Approval Letter 
 
 
 
Psychology Research Ethics Committee 
School of Social Sciences 
City University London 
London EC1R 0JD  
 
28th March 2014 
 
Dear Angelika Apostolopoulou, 
 
Reference: PSYETH(UPTD) 13/14 43 
Project title: Rupture and Repair in the Therapeutic Relationship: An Interpretative 
Phenomenological Analysis. 
 
I am writing to confirm that the research proposal detailed above has been granted approval by 
the City University London Psychology Department Research Ethics Committee. 
 
Period of approval 
Approval is valid for a period of three years from the date of this letter. If data collection runs 
beyond this period you will need to apply for an extension using the Amendments Form. 
 
Project amendments 
You will also need to submit an Amendments Form if you want to make any of the following 
changes to your research: 
 (a) Recruit a new category of participants 
 (b) Change, or add to, the research method employed 
 (c) Collect additional types of data 
 (d) Change the researchers involved in the project 
 
Adverse events 
You will need to submit an Adverse Events Form, copied to the Secretary of the Senate 
Research Ethics Committee ( ), in the event of any of the following:  
 (a) Adverse events 
 (b) Breaches of confidentiality 
 (c) Safeguarding issues relating to children and vulnerable adults 
 (d) Incidents that affect the personal safety of a participant or researcher 
Issues (a) and (b) should be reported as soon as possible and no later than 5 days after the 
event. Issues (c) and (d) should be reported immediately. Where appropriate the researcher 
should also report adverse events to other relevant institutions such as the police or social 
services. 
 
Should you have any further queries then please do not hesitate to get in touch. 
 
Kind regards, 
 
 
 
Alice Kingsnorth   Katy Tapper 
Secretary    Chair  
Email:  Email:   
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Appendix 9 - Extract from Rose’s Transcript 
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Appendix 10 - Table of Superordinate Themes and Subthemes from Rose 
 
Themes 
 
       
Page/Line 
 
 
Key Words 
 
The Rupture’s Experience/ Perception  
1. Withdrawal 
2. Breakage 
3. Misattunement 
 
 
 
4, 15-16 
3, 22-23 
3, 14-15 
 
 
client’sΝwithdrawalΝandΝrefusalΝtoΝtalk 
it could actually blow up the relationship 
IΝfailΝtoΝbeΝattunedΝtoΝtheΝclient’sΝinternalΝworld 
 
Negativity  
1. Negative Emotions 
2. Power Struggle 
 
 
 
6, 4-10 
10, 29 
 
 
feelΝtheΝtension…startedΝshaking…anger 
So we were in this kind of competition 
 
 
Responsibility 
1. Therapist’sΝContribution 
2. Client’sΝContribution 
3. Mutual Contributions 
  
 
 
12, 15 
11, 29 
4, 21-22 
 
 
did not feel secure in my own role 
he was perverse, he was sadistic 
client might even wish for the rupture to 
happen…therapist’sΝjobΝtoΝbeΝattuned 
 
Sense-Making/ 
 Understanding of Rupture 
1. Transference/ Countertransference 
2. Negative Complementarity 
 
3. Strong Countertransference 
4. Therapist’sΝVulnerability 
5. Timing/ Pacing of Interventions 
 
 
 
 
6, 24 
11, 4-5 
 
11, 26  
12, 16 
8, 11-12 
 
 
 
fearing the anger, I became the abuser 
heΝwasΝpushingΝtheΝboundaries…IΝhadΝtoΝbeΝveryΝ
firm and keep the boundaries 
it was a countertransference reaction 
I felt extremely vulnerable as a therapist 
correctΝinterpretation,Νbut…ΝatΝtheΝwrongΝtime 
 
Factors Contributing to Rupture 
Resolution 
1. Awareness/ Acknowledgment 
2. Taking responsibility 
3. Apologising 
4. Metacommunication 
 
5. Pacing therapy 
 
 
 
15, 32-33 
15, 19-20 
8, 10 
16, 2-3 
 
6, 15 
 
 
 
 
aware about therapeutic significance of rupture 
taking responsibility 
acknowledge our mistakes to clients 
think about what happened with the client and 
attach a meaning to it  
IΝdon’tΝneedΝtoΝrushΝandΝmakeΝtheΝconnectionsΝ
for her 
 
 
Impact of Rupture Resolution 
1. Therapeutic progress and 
movement 
2. Learning experience for therapist 
3. Relational experience for client 
 
 
 
9, 25 
 
16, 32 
9, 20 
  
 
 
offer a therapeutic opportunity 
 
If we survive that, there is a beauty inside 
could act as these optimal frustrations 
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Appendix 11 - Example of Master Table of a Superordinate Theme and Subthemes for the Group with Quotes 
Superordinate Theme 1: The Threat 
 
Subtheme: Withdrawal 
 
Participant Page/Line Quote 
Elaine 10, 10-16 “But,ΝbutΝitΝwasΝthenΝandΝIΝknewΝwhenΝthereΝwasΝaΝruptureΝbecauseΝheΝwas,ΝheΝwouldΝgo,ΝheΝwouldΝdisappear…ΝHeΝwould move away 
likeΝIΝdid,ΝsoΝweΝwereΝbothΝgo,ΝphysicallyΝasΝwell,ΝIΝmeanΝweΝwouldn’tΝleaveΝourΝchairsΝbut,ΝyouΝknow,ΝyouΝcouldΝseeΝhimΝgoing 
backwards.” 
Mia 3, 18-19 “ToΝmeΝcanΝbe…canΝhaveΝtheΝsymptomΝofΝtheΝclient’sΝDNAyingΝforΝfewΝsessionsΝorΝdisappearingΝfrom therapy completely... 
Christina 16, 1-3 “So I think at the time there was no, yeah, it was just a massive elephant in the room. None of us touched it and therefore none of us 
got anything out of each other. ” 
George 3, 17-19 “It’s theΝunspoken,ΝwhichΝcreatesΝconfusion,Νavoidance,Νanger,Νwalls,Νdistance.ΝIΝthink,Νactually,ΝinΝtherapyΝthat’sΝtheΝworstΝthing, the 
worstΝIΝdon’tΝlikeΝto,ΝyouΝknow,Νit’sΝnotΝaboutΝgoodΝorΝbadΝbutΝit’s,Νum,ΝthisΝisΝwhatΝmakesΝthingsΝmoreΝdifficult.Ν” 
Sara 6, 7-13 “AndΝIΝthinkΝthat…um…butΝIΝalsoΝexperiencedΝatΝtheΝbeginningΝsome,ΝsomethingΝcompletely,ΝsomethingΝveryΝsolidΝandΝunmovableΝ
about this suffering; that, although my client was a, a very kind, very, very sweet girl who had a real intention to help herself, my, I 
remember that for a long time in therapy, my, I had an image of a huge mountain that would never be moved; it would always be 
thereΝand,Νum,ΝIΝthinkΝruptureΝcameΝatΝaΝpointΝwhereΝIΝreallyΝwasΝtiredΝofΝtryingΝto,Νum,ΝIΝdon’t,ΝwithΝmyΝlittleΝshovel try to slowly 
scrapeΝtheΝmountain,ΝyouΝknow.Ν” 
John 7, 32-36 “…ButΝeveryΝtimeΝthereΝwasΝaΝhintΝof,Νlet’sΝsay,ΝthatΝsheΝwouldΝbringΝupΝsomething,Νum,ΝthatΝkindΝofΝtouchedΝmoreΝintoΝaΝdeeper 
understanding, whatever, however you want to understand that, um...[pause]...it would, also, almost...kind of lead her to back off 
probablyΝwithinΝtheΝsession…” 
Stella  7, 13-17 “AndΝlet'sΝsay,ΝasΝaΝmetaphor,ΝIΝwouldΝfeelΝthatΝIΝwasΝveryΝfarΝfromΝthisΝclient.ΝUm,ΝandΝforΝhim,ΝIΝwouldΝfeelΝthatΝheΝwasΝin the 
bubble that we, we were talking before, um, and not expressing his true self. So not being able to actually, he would, I think, that's 
veryΝcommonΝwithΝclientsΝbeingΝonΝtheirΝheadsΝandΝnotΝtheirΝsensesΝandΝnotΝintoΝtheirΝbodiesΝandΝnotΝintoΝtheirΝemotions.Ν” 
Maria 3, 24-25 “…ΝGraduallyΝtheΝproblemΝwasΝthatΝheΝwasΝcancellingΝallΝtheΝtime,Νthe,Νthe,ΝtheΝsession.ΝHeΝwasΝtryingΝtoΝtransferΝtheΝsessions within 
theΝweek.Ν” 
Rose 3, 22-23 “AtΝtimesΝthisΝmightΝbeΝjustΝaΝsmallΝruptureΝandΝitΝmightΝnotΝevenΝbeΝnoticed.ΝItΝmight just be noticed in the very brief silences that 
followΝaΝcommentΝIΝmake,ΝthatΝitΝdidn’tΝmakeΝanyΝsenseΝtoΝtheΝclientΝandΝheΝjustΝdisregardedΝit.Ν” 
Angela 2, 37 “TheΝclientΝleavesΝtheΝsession,ΝandΝtheyΝneverΝcomeΝback… ” 
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Subtheme: Breakage 
 
Participant Page/Line Quote 
Elaine 2, 34-36 “Um,ΝifΝsomethingΝhappens,ΝsoΝifΝaΝclientΝcriticisesΝmeΝthenΝpotentially,ΝIΝcan’tΝthinkΝofΝanΝexample,ΝbutΝpotentiallyΝIΝmight feel hurt 
andΝmightΝbackΝupΝaΝbit.” 
Mia 3, 12-14 “IΝthinkΝruptureΝisΝaΝveryΝstrongΝword.ΝUm...andΝit’s,ΝitΝfeelsΝlike...soΝevenΝirreparable,ΝsoΝIΝdon’tΝknow;Νit’sΝlikeΝbreakingΝaΝglassΝandΝ
tryingΝtoΝputΝtheΝpiecesΝbackΝtogether.ΝYouΝwillΝneverΝmakeΝit.Ν” 
Christina 3, 21-22 “TheΝrupture…noΝthe,Νum,ΝtheΝreasonΝforΝtheΝruptureΝwasΝtheΝfinancial arrangement between us. 
George 14, 26-31 “…ΝThereΝisΝtensionΝinΝtheΝrelationshipΝandΝifΝIΝdon’tΝmanageΝthat,ΝitΝcanΝbeΝaΝrupture,ΝveryΝeasilyΝwithΝher…ΝIΝmeanΝsometimesΝI 
have found myself being on the border with her. One wrong, um, one wrong manipulation of mine, therapeutic manipulation and we 
canΝhaveΝproblems...orΝIΝcan,ΝsheΝcanΝevenΝterminateΝorΝgetΝdistantΝorΝwhatever.Ν” 
Sara 5, 5-9 “SoΝtheΝfirstΝthingΝthatΝcameΝtoΝmyΝmind,ΝwhileΝIΝwasΝbrainstorming,ΝwasΝtheΝsuddenΝandΝsometimesΝevenΝviolentΝrupture of 
somebodyΝleavingΝandΝsayingΝ“Ok”…ΝSomethingΝirreversible,Νthat’sΝcorrect,Νyes.ΝUm,ΝIΝsupposeΝprobablyΝbecauseΝtheseΝareΝtheΝtimes 
that I have felt more, um, more anxious and, um, I have questioned deeply how I handled the case and if I could have done something 
different.Ν” 
John 4, 27-31 “…ΝButΝsoundsΝasΝifΝruptureΝisΝsomething,ΝyouΝknow,Νunfixable.ΝSomethingΝbreaks,ΝsomethingΝrupturesΝyouΝknow,ΝandΝit’s;ΝtheΝway I, 
IΝhearΝit,Νum,ΝsoΝmy,ΝforΝexample,ΝIΝdon’tΝknow,ΝmyΝmindΝwouldΝgoΝsomewhere,Νum, like, um, I'm just trying to think of an example. 
YouΝknow,ΝaΝclientΝnot,ΝforΝwhateverΝreasons,ΝIΝwouldΝsayΝnot,ΝnotΝcomingΝback.ΝSoΝsomethingΝas,Νwhat'sΝtheΝword,Νsevere?Ν” 
Stella  5 & 6,  
31, 1-2 
“IΝwouldΝdefineΝrupturesΝasΝtension…ΝOk,ΝIΝdo,ΝitΝdoesn't have to be that you fight with a client, or they have sexual desires or whatever 
inΝorderΝtoΝhaveΝanΝactualΝrupture.Ν” 
Maria 2, 10-19 “Um,ΝhowΝwouldΝIΝdefineΝruptures?ΝUmΝIΝthinkΝitΝis,ΝI’mΝthinkingΝofΝHeraclitusΝ[laughs]ΝwhoΝsaidΝthatΝtheΝbeginningΝofΝall is war. 
And war meaning, um, a rupture, where there is this flash, where the flame is created. And so, um, even if they are difficult for me, 
um,ΝI,ΝIΝfeelΝthatΝtheyΝareΝveryΝusefulΝwhenΝtheyΝcome.ΝSoΝruptureΝcanΝbe…ΝUm,ΝruptureΝcanΝbe,ΝumΝ[pause]Νdisagreeing on the 
logistics of therapy; time, money, um sequence, all this, boundaries, in general or can be a person who can become angry for, for, for, 
um,ΝforΝmyΝreactionΝorΝaΝquestionΝor,Νum,ΝthatΝIΝdo.Ν” 
Rose 4, 10-11 “ItΝcouldΝbeΝaΝveryΝclearΝandΝdirectΝoppositionΝtoΝwhatΝIΝsaid.ΝUm,ΝitΝcouldΝbe,Νum,ΝaΝsarcasticΝcommentΝfromΝtheΝpartΝofΝtheΝclient.Ν” 
Angela 3, 1-2 “I don't know anything could go wrong. They can hit you, they can leave, storm out of the door, they can shout at you, um, what 
else? ” 
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Subtheme: Misattunement 
 
Participant Page/Line Quote 
Elaine 2, 19-21 “AΝruptureΝmightΝbeΝaΝmiscommunication,ΝsoΝveryΝsimple;ΝIΝdon’tΝknowΝifΝit’sΝaΝrealΝrupture,ΝbutΝaΝveryΝsmallΝruptureΝmightΝbe 
someone not understanding or the therapist or the client notΝunderstanding,ΝsoΝit’sΝaΝmiscommunication.” 
Mia 3, 28-33 “IΝmeanΝitΝcanΝhappenΝfromΝoneΝpersonΝonly.ΝSoΝitΝcanΝbeΝonlyΝtheΝclientΝwhoΝdoesn’tΝtellΝyouΝwhenΝtheyΝfeelΝthatΝsomethingΝhas been 
ruptured in the relationship and they never know or it can be youΝcomingΝinΝtheΝrelationshipΝand,ΝIΝdon’tΝknow,ΝfeelingΝthatΝthereΝisΝaΝ
difficulty in the connection with a client, um, but I think, one of the two would feel that there is something wrong and usually it 
would be the therapist picking it up and bringing itΝintoΝtheΝsession,ΝratherΝthanΝtheΝclient.” 
George 2, 21-29 “IΝthinkΝrupturesΝcanΝbeΝeitherΝtheΝterminationΝofΝtherapy,ΝtheΝprematureΝtermination,Νum,ΝeitherΝtheΝstucknessΝduringΝtheΝtherapy 
which I have experienced that sometimes, of course, um, or the, the tension but when I say tension I mean, you know, kind of 
misunderstandings, difficult to communicate, when I say something and the client, um, kind of misinterprets, misinterprets, whatΝI’mΝ
saying; um, he or she thinks that I might want to put him downΝorΝthatΝI’m,ΝI’mΝdoing an attack or maybe I recognise in myself, 
sometimes I kind of might be, my spot might not be appropriate, you know, it might be more angry or more distant or more, yeah; or 
maybeΝnotΝsoΝempathic,Νlet’sΝsay.ΝUm,ΝbutΝIΝthinkΝyeah,ΝIΝthinkΝit’sΝinΝtheΝcommunication.” 
Sara 2 & 3,  37-
38 & 1-11 
“IΝfeelΝlikeΝIΝamΝdoingΝmyΝwork.ΝIΝamΝallowedΝtoΝdoΝmyΝwork,Νbecause,ΝandΝIΝthink,Νum,ΝbeforeΝIΝmentionedΝsomethingΝaboutΝtrying to 
kind of like find a connection as if in a phone line, you know, like being there struggling on the telephone [laughter]. Um, so, if there 
isΝnoΝconnection,Νum,Νyes,ΝIΝoftenΝfeelΝthatΝIΝcan’tΝwork.ΝUm,ΝandΝofΝcourseΝIΝamΝtryingΝtoΝuseΝthatΝinΝtherapyΝandΝtoΝworkΝwith it, but I 
think the feeling is that, that, um, IΝamΝlessΝtouched,ΝsoΝthereΝisΝnoΝspaceΝforΝme…Yes,ΝIΝfeel,Νum,ΝitΝfeelsΝstrangeΝsometimes.ΝUm,ΝitΝ
makesΝmeΝwonderΝ“Ok,ΝsoΝwhat,ΝifΝthereΝisΝnoΝconnection,Νwhat,ΝwhatΝamΝIΝdoingΝhere”?ΝorΝ“WhatΝamΝIΝbeingΝaskedΝtoΝdoΝhere?... Am 
I asked to be a witness?” ”  
John 12, 13-17 “AndΝsinceΝweΝareΝtalkingΝaboutΝruptures,ΝIΝdon'tΝknow,ΝperhapsΝbringingΝcommunicationΝintoΝtheΝequationΝandΝsinceΝI'mΝsaying, you 
know,Ν“IΝgotΝthatΝmessageΝfromΝher”ΝbutΝobviouslyΝasΝthingsΝfollowedΝandΝhappened,ΝIΝsupposeΝmyΝmessageΝwas incorrect; my, the 
perceptionΝofΝtheΝmessageΝwasΝincorrect,ΝwhetherΝsheΝdidn'tΝmakeΝitΝclearΝorΝIΝmisunderstoodΝit,ΝwellΝIΝcouldn'tΝtell.” 
Maria 6, 19-21 “DoubtingΝmeΝallΝtheΝtimeΝandΝnotΝhavingΝaΝmeetingΝpoint.ΝBecauseΝifΝthat'sΝwhatΝisΝhappeningΝthenΝyou don't, actually, have a 
meetingΝpoint.ΝYouΝdon'tΝhaveΝtheΝsenseΝthatΝyouΝcommunicate.Ν” 
Rose 3, 14-18 “Um,ΝitΝseemsΝtoΝmeΝthatΝaΝruptureΝtakesΝplaceΝwhenever,ΝumΝ[longΝpause]ΝIΝfailΝtoΝbeΝattunedΝtoΝtheΝclient’sΝinternalΝworld; Um 
[pause] um [pause] so there are moments that this deeper connection with his world, um, fails and something, and, and in those 
moments,ΝIΝloseΝmyΝdeeperΝunderstandingΝofΝwhatΝhe’sΝsaying,ΝofΝwhatΝheΝfeelsΝandΝeither,Νum,ΝandΝIΝrespondΝinΝaΝwayΝthatΝitΝis not 
attuned to his needs.Ν” 
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Appendix 12 - Table of Recurrent Superordinate Themes and Subthemes 
 
Superordinate Themes & Subthemes 
 
Elaine 
 
Mia 
 
Christina 
 
George 
 
Sara 
 
John 
 
Stella 
 
Maria 
 
Rose 
 
Angela 
Present in 
Over Half of 
the Sample? 
The Threat YES YES YES YES YES YES YES YES YES YES YES 
Withdrawal YES YES YES YES YES YES YES YES YES YES YES 
Breakage YES YES YES YES YES YES YES YES YES YES YES 
Misattunement YES YES NO YES YES YES NO YES YES NO YES 
The Struggle YES YES YES YES YES YES YES YES YES YES YES 
Power Issues YES YES YES YES YES YES YES YES YES YES YES 
The Dilemma YES YES YES YES YES YES YES YES NO NO YES 
Negative Emotionality YES YES YES YES YES YES YES YES YES YES YES 
The Meaning-Making YES YES YES YES YES YES YES YES YES YES YES 
Intrapsychic Dynamics YES YES YES YES YES NO YES NO YES YES YES 
Interpersonal Dynamics YES NO YES YES YES YES YES YES YES NO YES 
Individual Vulnerabilities YES YES YES YES YES YES YES YES YES YES YES 
Timing/Pacing of Interventions YES YES YES NO YES YES YES YES YES NO YES 
The Resolution YES YES YES YES YES YES YES YES YES YES YES 
The Way Out YES YES YES YES YES YES YES YES YES YES YES 
The Therapeutic Transformation YES YES YES YES YES YES YES YES YES YES YES 
The Learning Experience YES YES YES YES YES YES YES YES YES YES YES 
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